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SUMMARY OF CONTENTS OF PORTFOLIO
This conversion programme represents a course of continuing professional 
development covering my working practice. More specifically I am aiming to 
attain greater professional competence via: 1) improving my knowledge and 
understanding in a specialist area of personal interest which is demonstrated in 
the academic dossier 2) developing a greater reflective awareness of my clinical 
skills which is demonstrated in the professional dossier 3) development of my 
research skills which is demonstrated in the research dossier.
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SECTION 1
PERSONAL STUDY PLAN
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PERSONAL STUDY PLAN
CONVERSION PROGRAMME:
Registered 03. 10. 96.
Registration No 3605353
Doctor of Psychology (PsychD) in Clinical Psychology
ACADEMIC DOSSIER
INTRODUCTION
Changing referral patterns within my workplace have resulted in my being 
requested to see an increasing amount of clients with either full blown or partial 
post-traumatic stress disorder (PTSD). These clients’ solicitors have made 
requests for medico-legal reports for compensation claims. This has resulted in 
an increasing familiarity with the Diagnostic statistical manual of mental 
disorder’s (DSM IV) (1994) diagnosis of PTSD. Issues around the usefulness 
and validity of this diagnosis have therefore become increasingly salient in my 
work.
An increasing emphasis on quality in organisational systems has also meant 
that I have been requested to evaluate the effectiveness of the Critical Incident 
Stress Debriefing Programme (Mitchell 1983) within the Avon and Somerset 
police constabulary. Both of these factors have informed my choice of academic 
components for my doctorate.
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a) HOW EFFECTIVE A TREATMENT INTERVENTION IS PSYCHOLOGICAL 
DEBRIEFING IN ALLEVIATING THE PSYCHOLOGICAL EFFECTS OF A 
TRAUMA IN EMERGENCY CARE WORKERS
SUMMARY
Overall, the main thrust of my argument is intended to be that when care 
workers are exposed to a critical incident within their workplace, the potential 
consequences for individual functioning reported in the literature highlights the 
need for a structured organisational treatment response. However, although 
Critical Incident Stress Debriefing (CISD) has good face validity as an 
organisational treatment response, the outcome research does not 
unequivocally support its effectiveness. Potential reasons for this and possible 
modifications to the treatment programme to enhance its effectiveness are 
discussed.
I intend specifically to focus on the following areas: 1) description of the 
diagnostic criteria of PTSD including the consequences for functioning and 
health and consequent need to manage the symptoms 2) description of the 
Critical Incident Stress Debriefing (CISD) model 3) critical evaluation of the 
research which examines the effectiveness of a CISD model 4) critical 
evaluation of the CISD model itself and suggestions for improving the 
effectiveness of this treatment intervention.
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b) HOW HELPFUL IS THE DIAGNOSTIC STATISTICAL MANUAL OF 
MENTAL DISORDER’S (DSM IV) (1994) DEFINITION OF POST-TRAUMATIC 
STRESS DISORDER IN AIDING OUR UNDERSTANDING AND TREATMENT 
OF AN INDIVIDUAL’S REACTION TO A TRAUMATIC INCIDENT.
SUMMARY
The main point of my argument here is that the inclusion of the diagnostic 
criteria in DSM IV (1994) acknowledges that post-traumatic stress disorder 
(PTSD) is a clinical entity in its own right separate from other anxiety disorders 
or depression. It also places the trauma stressor at the heart of the disorder 
rather than as a secondary feature. While this is appropriate the nature of the 
PTSD diagnostic criteria and more generally the assumptions inherent in 
western psychiatry means that DSM IV (1994) ignores certain critical issues 
associated with the effects of trauma which are crucial to our understanding of 
this area (see page 61 for a fuller discussion of this). I intend to focus 
particularly on the following areas: 1) a brief review of how our understanding 
diagnostically of PTSD has changed historically 2) a brief description of the 
current PTSD diagnosis in DSM IV (1994) 3) the advantages of the current 
diagnostic definition 4) discussion of the limitations of the diagnosis which 
among other areas will focus on the influence of individualist and universalistic 
assumptions within western psychiatry's understanding of trauma 5) a 
discussion of how a wider definition could enhance our understanding of PTSD.
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PROFESSIONAL DOSSIER
INTRODUCTION
A description of my professional training and practice since qualification has 
been included as a curriculum vitae. As an illustration of my further training, I 
have also chosen to describe a cognitive behavioural conceptualisation of a 
single case study. My choice of case is influenced by my interest in exploring 
recent developments within cognitive behavioural therapy. This particularly 
includes the application of cognitive behavioural therapy to complex cases, 
where interpersonal process between therapist and client are an important 
focus of the work (Young 1990; Leyden 1993).
a) CURRICULUM VITAE OF PROFESSIONAL TRAINING AND PRACTICE
b) A COGNITIVE BEHAVIOURAL CASE CONCEPTUALISATION OF A 
CLIENT CALLED DAWN 
SUMMARY
I aim to describe in detail a case study involving the application of cognitive 
behavioural therapy with a complex case. In this case, I believe that the 
therapeutic relationship was a key vehicle for facilitating change within the 
client. I intend to highlight the decision processes involved as the treatment 
progressed and to reflect on the tension between resource limitations and “the 
pull” to work long term with complex cases, in order to facilitate meaningful 
change.
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RESEARCH DOSSIER
Research Supervisor: Dr. Glynis Laws
INTRODUCTION
My interest in attachment theory as a potentially useful model clinically, arose 
from my work with survivors of trauma, especially child sexual abuse where 
personality disturbances and difficulties in interpersonal relationships are often 
sustained. Working with these clients is challenging and I am often struggling 
to understand the complexity of their presentation.
EXPLORING THE INTERPERSONAL AND SELF-RELATED ISSUES OF 
FIRST TIME MOTHERS WHO SUBJECTIVELY VIEW THEIR EARLY 
RELATIONSHIP WITH THEIR OWN MOTHER AS INADEQUATE.
SUMMARY
The research literature in recent years has identified attachment theory as a 
useful theoretical framework within which to understand the development of 
relationship patterns as well as a concept of self (Bowlby 1988, Holmes 1993).
I was therefore interested in developing my understanding of this area and have 
chosen to do so here through applying the model to the area of mothering; a 
topic chosen largely because of its relevance to the current stage of my life 
cycle.
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LITERATURE REVIEW
The importance of early attachments in providing a model for later relationships 
thus influencing self concept, perceptions of the social world and well being is 
now well recognised (Bowlby 1988, Hazan & Shaver 1987, Main et al 1985). 
More specifically it has been found that an early insecure attachment can have 
an adverse effect on the later maternal role (Fonagy et al 1991).
Collins & Read (1990) have suggested certain attachment themes found in 
adult relationships, which are associated with early attachment experiences. 
These include issues around closeness and intimacy, perception of other’s 
dependability and fears of being abandoned. Their work also highlighted 
associations between early attachment experiences and a sense of agency and 
self acceptance in adulthood.
To date there is still little research exploring in depth how early attachment 
experiences link to later adult relationships (Rutter 1995). Accordingly, the aims 
of this research are to focus on a small group of first time mothers who 
subjectively view their own early mothering as inadequate and explore the 
following: 1) how do these women understand for themselves the attachment 
themes of intimacy, dependability, abandonment anxiety, control and self 
acceptance? 2) what are the interpersonal experiences of these women around 
first time mothering, particularly focusing on their relational experiences around 
intimacy, dependability and anxiety about abandonment? 3) what are the 
women’s experiences of a concept of self at this time, particularly focusing on 
control and self acceptance? 4) what if any connections do the women see 
between their own mothering and their early mothering experiences? 5) how do 
they understand the impact of these connections? 6) what other factors do the 
women see as influencing their mothering? 7) what influenced these women to 
provide more adequate mothering for their child?
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RESEARCH DESIGN 
Methodology
My choice of research approach is qualitative, a choice that has been guided 
partly by personal interest but most importantly by the nature of the study which 
is phenomenological (Turpin et al 1997).
Recruitment of participants
I aim to recruit approximately 5 participants, the minimum suggested by Turpin 
et al (1997) for studies of this type. I hope to recruit participants through their 
health visitors and other non-health service agencies like Home Start and the 
National Childbirth Trust. Inclusion criteria are as follows: 1) women aged 
between 18-40 2) first time mothers and the baby is in good health 3) the 
woman is currently in a relationship with the baby’s father 4) the woman lives a 
relatively westernised lifestyle 5) the woman does not have a clinical disorder at 
the time of the interview and has never been diagnosed with a puerperal 
psychosis.
Assessment instruments
A semi-structured interview format will be used which with permission will be 
audio taped for data transcribing and analysis.
Data analysis
A grounded theory approach (Glaser & Strauss 1967) chosen for its 
appropriateness for the research aims will be used to interpret the data.
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Time
A period of approximately one year will be needed to recruit and interview 
participants, transcribe and analyse data and write up the research in full for 
submission.
Potential problems
Recruitment of sufficient participants who fit the inclusion criteria in the time 
available.
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2.1 TITLE: HOW EFFECTIVE A TREATMENT INTERVENTION IS 
PSYCHOLOGICAL DEBRIEFING IN ALLEVIATING THE PSYCHOLOGICAL 
EFFECTS OF A TRAUMA IN EMERGENCY CARE WORKERS
INTRODUCTION
Before discussing the effectiveness of debriefing as a treatment for trauma 
responses, the diagnostic and statistical manual of mental disorders (DSM IV) 
(1994) diagnosis of post-traumatic stress disorder (PTSD), will be described. 
This will be followed by a review of the literature on the psychological effects of 
a traumatic experience on emergency care workers. The psychological 
debriefing approach will then be described followed by a critical evaluation of 
the outcome literature on debriefing as a treatment for post-trauma distress with 
emergency care workers. The criteria used for this evaluation will be theoretical 
consistency and methodological adequacy. Finally, various recommendations 
for modifying psychological debriefing to potentially enhance its effectiveness 
will be made.
TRAUMATIC INCIDENCES AND THEIR EFFECT ON THE INDIVIDUAL
Rothbaum et al (1992) highlight the various labels used to describe post trauma 
reactions in the literature over the last 100 years. These include hysteria, 
nervous shock, compensation neurosis, traumatophobia and war neurosis. 
Whatever the label it is clear that they refer to a condition much like what we 
now recognise as PTSD.
According to DSM IV (1994), a formal diagnosis of PTSD would be made once 
the following conditions were fulfilled: An event needs to have occurred which 
involves direct personal experience of an actual or threatened death or serious 
injury or a threat to one’s physical integrity or witnessing an event that involves 
death, injury or a threat to the physical integrity of another person; or learning
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about unexpected or violent death, serious harm or threat of death or injury 
experienced by a family member or other close associate. The person’s 
response to the incident must involve fear, helplessness or horror. After the 
event the individual must be i) re-experiencing the trauma via intrusive thoughts, 
flashbacks or dreams ii) displaying persistent avoidance and/or numbing of 
responsiveness, demonstrable by feelings of detachment from others, 
constricted affect or diminished interest in significant activities iii) experiencing 
arousal symptoms including an exaggerated startle response, sleep 
disturbance, memory impairment or trouble concentrating. These symptoms 
need to be present for at least a month post-trauma for a formal diagnosis to be 
made and must cause significant clinical distress or impairment in functioning. 
The research literature widely documents the ongoing disabling consequences 
of PTSD, highlighting the serious impact of this problem on peoples’ lives 
(Rothbaum et al 1992).
Research into emergency care workers who are exposed to a traumatic incident 
in the line of duty, has shown that they experience many symptoms similar to 
those of PTSD. Bradford & John (1991) highlight the findings from several 
investigations into disasters like the Bradford fire, the Clapham rail disaster, the 
Hillsborough football stadium tragedy and other disasters world wide. The 
findings all point to a number of common psychological reactions in emergency 
service personnel. These include intrusive thoughts, nightmares and 
flashbacks. Emotional changes such as increased anxiety and depression 
also occur. Disturbances in energy levels, eating, sleeping and concentration 
have been reported. An increased use of drugs and alcohol have also been 
noted as well as adverse effects on relationships. It is possible that those 
exposed to the aftermath of disaster are experiencing significant psychological 
trauma either through a contagion effect by working with survivors or through 
the direct experience of the carnage involved.
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Many of these symptoms have similarities to those found in other psychological 
problems such as depression (Beck et al 1979), and chronic stress (Sutherland 
& Cooper 1980). However, the re-experiencing symptoms in the context of 
specific traumatic experiences reported by this group, are unique to PTSD 
(Brewin et al 1996) and indicate the presence of unresolved post-trauma 
distress.
To what extent do these psychological reactions to disasters persist and impact 
on functioning in emergency personnel? According to Robinson & Mitchell 
(1993), it may be the case that emergency workers differ from other members 
of the community in that they are less likely to develop PTSD. For example, 
many emergency service personnel will be aware that their job involves 
exposure to traumatic situations and this knowledge may in itself enable mental 
preparation beforehand. On-the-job specialised training may also reinforce or 
develop readiness to deal with difficult situations. Robinson & Mitchell (1993) 
also suggest the possibility of an emotionally hardy type of person who self 
selects into emergency services.
However the research also suggests that there is a percentage of emergency 
care workers for whom problems develop and continue. For example, Deahl et 
al (1994) studied a group of 62 soldiers whose duties included the identification 
and handling of dead bodies. The study found that 9 months post trauma, 50% 
had evidence of some psychological disturbance suggestive of PTSD. 
Increasingly it is also thought that there is a "sleeper effect" in disaster work ie 
that personnel may appear to cope initially only for problems to emerge later 
(Bradford and John 1991). McFarlane (1988) found in his study (N=315) that 
chronic/delayed onset forms of PTSD were more common among fire fighters 
than acute PTSD. The chronic and delayed onset patterns of post-traumatic 
morbidity accounted for 21 % (n = 66) and 19.7 % (n = 62) retrospectively of 
those fire fighters who were experiencing PTSD at some stage in the study.
DSM IV (1994) now includes in its description of PTSD, a subtype known as
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delayed PTSD whereby the PTSD symptomology develops at least six months 
post-trauma.
Given that emergency care workers are adversely affected by work related 
trauma, there is a clear need for interventions which either prevent or minimise 
post-trauma distress. The research literature on trauma indicates an important 
factor mediating the effects of a traumatic event is the nature of the recovery 
environment post-trauma (Burgess & Holstrom 1978). Emergency care workers 
have identified the availability of social support whether professionally, through 
other work colleagues or informally through friends and relatives as buffers 
against the effects of traumatic events (Wollman 1993).
Historically, many people exposed to critical incidences in the military and 
paramilitary services have been gathered together for post incident reviews or 
critiques of various operational procedures. This group experience was referred 
to as a “debriefing” (Mitchell 1983). Mitchell was the first to formalise the 
structure and procedures to be followed in these group meetings and named 
the process Critical Incident Stress Debriefing (CISD).
DEBRIEFING AS A TREATMENT FOR TRAUMA
Mitchell (1983) proposed a potentially circular definition of a critical incident as 
being "any situation faced by emergency service personnel that causes them to 
experience unusually strong emotional reactions which have the potential to 
interfere with their ability to function either at the scene or later". The overall 
goals of stress debriefing are to target individuals involved in critical incidents, 
"to protect and support these emergency care personnel and to minimise the 
development of abnormal stress response syndromes which may cause lost 
time and effectiveness at work and problems within the family". As such these 
goals suggest debriefing to be a preventative intervention.
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A variety of psychological debriefing programmes have been described in the 
literature (Mitchell 1983; Mitchell & Everly 1998, Wollman 1991, unpublished 
observations cited in Wollman 1993 and Dyregrov 1997). Morley et al (1967) 
have outlined the key objectives of any debriefing programme as being: 1) 
helping individuals gain intellectual understanding of the relationship between 
the crisis and the current discomfort of dis-equilibrium 2) facilitating ventilation 
of feelings to reduce immediate anxiety 3) exploring alternative ways of coping 
or past successful methods which are not currently being used 4) encouraging 
emotional support from friends, family or others. Programmes are usually 
enacted as soon as possible following the onset of a crisis. At the end, 
participants are assessed for signs of stress so that follow up help or 
psychosocial support can be offered where appropriate. Any differences 
between these approaches are mainly technical. For instance with Wellman’s 
debriefing approach (1991 cited in Wollman 1993), the educational phase which 
teaches strategies for coping, is not strictly didactic as in other debriefing 
models. Instead group members are invited to express concerns about the well 
being of others in the group and to generate suggestions as to how they can 
help each other face whatever difficult times lie ahead.
It is important to identify what psychological principles debriefing models are 
based on. Unfortunately, the debriefing literature has historically suffered from a 
lack of conceptual clarity. More recently researchers such as Wollman (1993) 
have attempted to address this. To aid this process Wollman (1993) has looked 
to the literature on crisis theory and highlights the work of Caplan (1969 cited in 
Wollman 1993, Caplan 1990). According to Caplan (1969 cited in Wollman 
1993) there are two types of crises: 1) developmental or normative crises 2) 
situational crises or “accidental” happenings such as a fatal accident involving a 
loved one. Generic features of these situations include a significant loss or 
threatened loss of some type or a challenge that overwhelmed the individual’s 
available coping resources (Caplan 1990).
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Wollman (1993) has suggested that a debriefing group is a type of crisis 
intervention group (that is an activity undertaken for primary prevention 
purposes, the aim being to reduce the incidence of stress responses in victims 
post crisis). However, crisis theory does not really illuminate any of the key 
theoretical aspects underpinning this approach. For instance, it does not explain 
how debriefing might prevent initial distressing reactions to trauma and /or 
prevent the persistence of these reactions. It also does not explain why some 
people might experience a worsening of symptoms using a debriefing approach. 
Finally, crisis theory does not provide an explanation of the cognitive, 
behavioural and emotional symptoms experienced after a trauma and why 
some people develop PTSD and some do not.
Researchers working in other areas of trauma, for example rape, have 
developed a theoretical framework for understanding trauma reactions and 
treatment efficacy based on an information processing perspective (Foa &
Riggs 1992). They have proposed that the experience of a traumatic event 
establishes an intense easily activated fear structure (a representation in 
memory). This stores and integrates information about the stimuli associated 
with the traumatic situation, the relevant verbal, physiological and behavioural 
responses and information about the meaning of these stimuli and responses. 
The primary task of the victim is to emotionally process the information in the 
fear structure. To do this the entire fear structure must be activated and 
information incompatible with the threatening meanings must be introduced. 
Ongoing failure to process the information in the fear structure results in chronic 
PTSD. Certain “pathological” fear structures are very difficult to process 
emotionally. Such pathological structures are characterised by containing 
representations of intense fear and the structure itself is fragmented and 
contains erroneous connections. Finally, pathological structures often contain 
meanings about the “world being completely dangerous” and “the self being 
totally inept” (Janoff Bulman & Frieze 1983).
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Foa et al (1989) suggest that these strong emotions and beliefs are highly 
aversive and therefore promote strong cognitive and behavioural avoidance. 
The conflict inherent between the victim's need to integrate the trauma 
memories with pre-existing schemas and the desire to avoid the pain evoked by 
remembering the trauma, is manifested in the alternation between intrusive, re- 
experiencing symptoms and avoidance numbing symptoms. This had been 
viewed as the hallmark of PTSD by several authors, for example Horowitz 
(1986). The greater the avoidance of the trauma memory, the more this is likely 
to interfere with emotional processing (Ehlers & Steil 1995).
To answer the question as to why some people develop PTSD and some do 
not, Foa & Riggs (1992) propose that the development of pathological 
structures in some individuals are related to aspects of the victim’s pre trauma 
schema; aspects of events during the trauma itself and aspects of post-trauma 
experiences. For example, pre-trauma, rigid positive beliefs may be particularly 
hard to reconcile with the new information from the trauma, impeding 
processing of the new information. Trauma characteristics which enhance the 
perception of life threat during the trauma will increase the number of danger 
connections within the network. Also if an individual is very confused or anxious 
during the trauma this will impact on attentional processes. Consequently, the 
resulting memory will be highly disorganised, fragmented and subsequently 
difficult to process. Post-trauma, negative interpretations of events in the 
aftermath of the trauma, namely the PTSD symptoms themselves and other 
people’s responses, may further strengthen the pathological fear structures. 
McFarlane (1989) found in his study of fire fighters that neuroticism as 
measured by the Eysenck Personality Inventory (EPI) (Eysenck & Eysenck 
1964, cited in McFarlane 1989) and a past history of treatment for a 
psychological disorder, were better predictors of post-traumatic morbidity than 
the degree of exposure to the disaster or the losses sustained.
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One can use this framework to understand the theoretical underpinnings of 
debriefing and how it might work to prevent /minimise PTSD symptoms. It could 
be argued that debriefing aids emotional processing to occur in individuals post­
trauma. So exposure to trauma material during the debriefing sessions allows 
for activation of the trauma memory and a more organised memory to develop. 
This enables emotional processing of the material to occur. The exploration of 
individual perceptions of the trauma and his/ her role may challenge the 
meaning of the trauma for an individual by exposing misinterpretations and 
inaccuracies in perceptions. This again would aid emotional processing. The 
educational component of debriefing which normalises post-trauma 
symptomology and offers useful strategies for coping with them can be argued 
as being effective via increasing an individual's sense of control and self worth 
around the trauma experience. One could argue that this also changes the 
meaning of the trauma memory and again aids emotional processing. For those 
participants where research suggest a worsening of symptoms post debrief, this 
may be due to insufficient time to activate the entire fear structure and 
successfully process it to completion.
LITERATURE REVIEW OF THE OUTCOME RESEARCH OF CISD:
Having explored the psychological principles underlying debriefing, it’s 
effectiveness as a treatment will now be examined. Robinson and Mitchell 
(1993) report that there is a good deal of anecdotal evidence in the USA, 
Canada and Australia that psychological debriefings are helpful with emergency 
service personnel. However when one examines the outcome research, a 
mixed and uncertain picture of it's efficacy emerges.
Robinson & Mitchell (1993) evaluated 31 psychological debriefings following the 
CISD format (Mitchell 1983). After the debriefings, 172 emergency personnel 
completed a postal evaluation questionnaire consisting of rating scales and 
open-ended questions. Each participant received this two weeks after the
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debriefing. Participants were asked to report on the level of stress symptoms at 
the time of evaluation and retrospectively the level of stress symptoms right 
after the critical incident. Participants were also asked to report on whether they 
believed they had experienced any reduction in symptoms which was at least 
partly due to the debriefing session. Robinson & Mitchell (1993) summarised 
the results, reporting that psychological debriefings significantly reduced stress 
symptoms in personnel who reported experiencing stress responses. It should 
however be noted that 41 % of the group of chiefly female welfare workers and 
6% of the group of chiefly male emergency workers reported the traumatic 
experience as "still having a considerable or great impact on them" with a high 
frequency of cognitive and other symptomology still being experienced.
It could be that for a certain type of individual and level of trauma, debriefing 
may be more or less effective. Robinson & Mitchell (1993) found that when the 
critical incident was particularly graphic, more cognitive symptomology was 
experienced in individuals, that is flashbacks, nightmares and intrusive 
memories. An individual’s reaction to the trauma was also mediated by 
situations which had special significance to the worker, for example where there 
was identification with the victims or their circumstances or having to deal with 
the death of children.
There was also a correlation between occupation and the impact of the trauma 
on the individual. Emergency service personnel, fire fighters and police officers, 
reported less impact of incidents on them and a greater reduction of impact 
over the two weeks relative to welfare/hospital staff. This may reflect lower 
stress responses, better developed coping skills, less awareness of personal 
stress responses or less willingness to report stress responses, that is a closing 
of ranks amongst the emergency/police workers.
Unfortunately, Robinson & Mitchell (1993) did not clarify whether those still 
reporting “a considerable or great impact “of the trauma and experiencing
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frequent PTSD symptomology post evaluation, were more likely to have initially 
experienced traumatic situations which were particularly graphic or of particular 
significance. This might suggest that for such people CISD was insufficient on 
its own as a treatment for trauma.
Mitchell describes this evaluation of CISD as exploratory and highlights the 
limitations of the study which partly reflects the difficulties in conducting 
research in this area. For instance, one difficulty is the gathering of good data 
for analysis. So in this study the usefulness of CISD was only assessed using a 
postal evaluation questionnaire rather than a structured face to face interview. 
An interview would have allowed for more probing and a larger response rate 
than that usually achieved by a postal questionnaire. Hence the reporting of 
symptoms by subjects may well have been an underestimate. The self report 
questionnaire was not supplemented by a test instrument specifically designed 
to assess for PTSD, so again this could have led to an under-reporting of PTSD 
symptoms at evaluation. There was also no long term follow up to assess the 
possibility of the “sleeper effect” referred to by Bradford and John (1991) or to 
look at spontaneous remission. Finally, much of the information reported by 
participants was in large part retrospective and as such could have been 
biased. Perceived reduction in stress symptoms due to debriefing, was also 
based purely on self report. Again this could have biased the findings.
Approximately 62 % of the sample who returned the questionnaire gave the 
main reason for debriefing being useful as it allowed them time to talk. One 
could speculate as to whether a formalised programme was necessary to meet 
this need or whether the same results could have been met without formal 
intervention, for individuals with easy access to support from colleagues, friends 
and family. Unfortunately, there was no control group in Robinson & Mitchell’s
(1993) study to assess change with or without formal intervention. This makes it 
difficult to ascertain whether the reduction in distress was due to debriefing or 
other factors.
Page 31
Everly & Boyle (1997) in an effort to assess the effectiveness of CISD, 
subjected five investigations (Bohl 1991, Chemtob et al 1997, Jenkins 1996, 
Nurmi 1997, Wee 1995 all cited in Everly & Boyle 1997) to meta-analysis. All 
five investigations utilised Mitchell’s (1983) standardised CISD model and all but 
the Chemtob et al study (n = 43) focused on emergency workers. In an 
aggregated sample size of 337, the resultant mean Cohen ‘s D was .86 
indicative of a large positive effect attributable to the CISD intervention.
Conversely, Hytten and Hasle (1989) reported that a group of fire fighters two 
weeks after debriefing had found it helpful and that it had increased their self 
confidence. However, their scores for intrusive thoughts and avoidance 
behaviour measured by the Impact of Events Scale (Horowitz et al 1979) were 
no different to those of the group who had simply talked to their colleagues 
informally. However, caution needs to be exercised in interpreting this study as 
it was not known whether the debriefing used followed a recognised procedural 
framework or a more ad hoc approach which could have diluted its potential 
effectiveness. This would make comparison with the Robinson & Mitchell study
(1993) difficult.
Deahl et al (1994) were able to research the effects of CISD on alleviating 
psychological morbidity in 62 British soldiers whose duties included the handling 
and identification of dead bodies of allied and enemy soldiers during the Gulf 
War. The research design was unusual for this area in having a control group 
who were not given debriefing due to operational factors at the time rather than 
personal choice. (31% of the sample). All individuals were also exposed to the 
similar psychological stressor of body handling of dead soldiers. In comparison 
to those who were not debriefed the lES (Horowitz et al 1979) and the General 
Health Questionnaire (GHQ) (Goldberg 1979) scores were not significantly 
different to those who were debriefed. Morbidity at nine months was more likely
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in those with a history of psychological problems and those who believed their 
lives had been in danger in the Gulf.
The research does however have methodological flaws which again limit the 
interpretation of results. The evaluation was based on self report and postal 
questionnaires. Therefore, reluctance to disclose symptoms leading to an 
underestimate of true morbidity would be less easily detected using a postal 
design. However, this would be unlikely to mask any group differences in 
morbidity that did exist.
The statistical analysis did not look at the effects of debriefing on post-trauma 
distress once the influence of previous psychiatric history and fear of loss of life 
was removed. It is possible that for such individuals, the potential benefit of 
CISD was reduced and that CISD may have had more benefit with people who 
did not have a psychiatric history and with more "routine" traumas where fear of 
loss of life was not as marked. Also it was not reported as to whether the CISD 
group contained people who had experienced a greater fear of losing their life 
or who had a greater prior psychiatric history than the control group.
Another study by Kenardy et al (1996) investigated the outcome efficacy of 
psychological debriefing following a major disaster in the general community. 
The methodology for this study allowed for an examination of the relationship 
between debriefing and psychological distress during the first 2 years post 
earthquake. The I ES (Horowitz et al 1979) and GHQ 12 (Goldberg 1972) were 
administered pre-debriefing and than at 3 subsequent points post debriefing, to 
assess change in psychological morbidity over time. The outcome results did 
not show any evidence of a faster rate of recovery among those emergency 
workers who were debriefed (n = 62) compared with those who were not 
debriefed (n = 133), even when level of exposure and helping-related stress 
were taken into account. Indeed although there was a general decrease in
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symptoms overall, there was less improvement over time among those who had 
been debriefed, despite 80% having rated the debriefing as helpful.
Again caution is needed in interpreting the findings of this study. Because of the 
nature and timing of the issues being examined, the research design was 
naturalistic. As such the availability and format of the debriefing could not be 
controlled for making comparison with the Mitchell & Robinson (1993) study 
difficult. An ad hoc debriefing programme might also have been less sensitive to 
individual and group needs than a standardised debriefing approach. It was 
also not possible to randomly allocate helpers to debriefed and non debriefed 
groups.
A study by McFarlane (1989) found that there was a positive short term effect 
for those fire fighters who attended debriefings but a greater likelihood of 
developing delayed PTSD. There were however confounding factors in the 
study. For example, 7 % of the participants suffered bereavement and 23 % 
endured property loss. These factors make them primary rather than the 
secondary victims for whom the debriefing process was developed.
The debriefing literature therefore indicates both positive and negative 
outcomes. The effectiveness of psychological debriefing given the findings of 
the above outcome studies must, therefore, remain questionable. Everly &
Boyle (1997) argue that when different groups of researchers are coming up 
with vastly different results, several questions should be asked. Are they 
following the same procedures? Have the service providers been adequately 
trained to perform services such as debriefings? Are they working with groups 
that have experienced roughly the same level of trauma. In other words is the 
same thing being measured in each study? Have the researchers taken into 
account the complex reactions that often exist between a range of factors which 
influence the positive or negative outcomes of the CISD intervention?
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Dyregrov (1997) has highlighted the factors which he believes influences the 
success or failure of the CISD process and emphasises the synergetic 
relationship between these factors. They are 1) the degree of exposure to the 
traumatic event 2) leadership skills of the facilitator(s) 3) structure and flow of 
the group meeting 4) participants (personalities, training, experience prior to 
trauma, support systems) 5) nature of the group 6) organisational atmosphere 
(acceptance of support by the organisation) 7) CISD environment (timing of the 
programme, physical surroundings, duration of the meeting, disturbances). An 
alteration in any single factor can exert an influence on all of the other factors. 
Each factor or mechanism of action can enhance or inhibit positive CISD 
outcomes. Dyregrov (1997) therefore sheds light on the complexity of the CISD 
process; also on the difficulties researchers will encounter should they employ 
simplistic research designs to explore CISD, without regard to the complex 
interactions of numerous factors which are inherent in the CISD process.
It is undeniable that the existing research to date in this area is greatly flawed 
methodologically. This makes it difficult to decide unequivocally about the 
effectiveness of CISD. Worryingly, some evidence suggests that CISD may 
even be damaging to some; hence there are ethical issues around continuing to 
research the efficacy of this approach. Research in this area has to be sensitive 
to the needs of the people who have experienced a traumatic situation. If 
necessary, the research design has to take a lower priority to other needs at the 
time. This highlights the constraints of different types of settings on research. 
Another drawback is a lack of good baseline data on the kinds and duration of 
stress symptoms which are experienced by emergency personnel. Thus, it is 
very difficult to evaluate the effectiveness of a preventative measure such as 
CISD without this baseline data.
Current methods of assessing trauma effects (for example postal 
questionnaires) may also not be sufficiently sensitive for this purpose especially 
as the clinical picture may be one where the trauma memories are partially
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processed with premature inhibition (Brewin et a! 1996). In this state there may 
no longer be any sign of active emotional processing, intrusive memories, or 
deliberate attempts to avoid intrusions. However, given the right context of 
triggers, the emotional laden memories of the trauma will still be accessible. 
Even commonly used research instruments like the lES (Horowitz et al 1979) 
may not be sensitive enough to differentiate between partial and full resolution 
of a trauma (Brewin et al 1996). Ideally, a clinical interview like the Clinician- 
Administered PTSD Scale (Blake et al 1990) may be needed to gain a fuller 
understanding of the impact of the trauma on the individual.
In spite of the costliness and questionable effectiveness of debriefing as a 
treatment for trauma, Rapheal et al (1995) state that it continues to be 
perceived in a very positive way. They further suggest that debriefing seems to 
fulfil certain needs which may account for its popularity. Debriefing may be 
perceived so positively because it meets the needs of those not directly 
affected, to overcome their sense of helplessness and the guilt of surviving, to 
make restitution, and to experience and master vicariously the traumatic 
encounter with death. There is also the need for those directly affected to speak 
of what happened, to understand and gain control of it. This is in line with the 
growing community philosophy of the need for counselling after a trauma. So 
the aspect of debriefing which allows for this has much face validity as a 
treatment. There is also a symbolic need for workers and management to 
assist those who suffer and to show concern.
There may also be the need for those involved in traumas involving person to 
person abuse, to be reassured of the continuing existence of altruistic acts and 
support from others. Again this is all provided within the CISD format. New 
laws on health and safety also require employers to provide for the physical and 
mental health care needs of their employees. Again debriefing meets this 
requirement of society.
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RECOMMENDATIONS FOR ENHANCING THE EFFECTIVENESS OF 
DEBRIEFING
Mitchell (1983) has written that debriefing has unfortunately taken on many 
different meanings and uses and that it is therefore important that the original 
protocol for CISD is adhered to at this point in time. In practice this means 
always using trained mental health professionals to implement CISD, preferably 
people who have obtained the trust of those being debriefed, so that they will be 
less worried about having information they reveal being used against them. It is 
also important that facilitators have an understanding of the type of emergency 
work being done.
Following the protocol also means having a follow up phase on offer when 
needed. Currently follow up is not obligatory with CISD but possibly could be in 
order to remove the stigma of attending. Follow up could also help access those 
individuals for whom the initial debriefing did not sufficiently accommodate the 
level of arousal, defensive styles, coping processes and cognitive impairments 
associated with past and current stressors. Making follow up obligatory 
however is problematic. Although this might reduce the likelihood of vulnerable 
individuals being missed, it is still unclear whether the intervention is sufficiently 
helpful to justify such a procedure. Being mandatory, also raises the ethical 
issue of infringing on an individual’s civil rights.
Debriefing has typically been used as though all a trauma comprised of is a 
single critical incident which may have involved a threat to life. However, loss, 
separation and dislocation are separate stressors that can also occur in disaster 
work depending on one's role. Such stressors probably need different 
interventions and timing to that provided by a standard CISD approach.
A modification to the standard approach was the debriefing provided for the 
Red Cross workers who were exposed to multiple stressors during the relief
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operations following The San Francisco earthquake. The debriefing took the 
form of a modified version of Mitchell's CISD (1983) and was called the Multiple 
Stressor Debriefing Model-MSDM (Armstrong et al 1991).
There were many similarities to the standard debriefing protocol. However 
participants were allowed greater freedom to discuss different incidents as 
needed rather than focusing on one as with typical CISD. The coping 
strategies stage was also specially designed for people exposed to multiple 
stressors. There was a termination phase where members were encouraged to 
discuss the positive aspects of the relief operations as well as to say goodbye to 
each other, as many people were volunteer relief workers who had forged close 
relationships and who were now unlikely to see each other again. The need for 
people to continue to talk about their experiences when they returned home 
was emphasised. Unfortunately, there was no outcome measures to assess 
the efficacy of this modified version of the CISD model. However, it highlights 
the potential for adapting the CISD model to different situations and groups in 
order to increase its efficacy and sensitivity to participant’s needs.
Timing too may be important (Rose & Bisson 1998). They highlight the point 
that the psychological debriefing intervention may sometimes be undertaken too 
early so that the physical state of the individual post-trauma has not stabilised 
yet. Also by intervening too early, the normal emotional processing such as 
numbing, regarded as an early protective mechanism (Horowitz 1986) may be 
disrupted and possibly increase distress.
Mitchell & Everly (1998) also emphasise the need to see debriefing for critical 
incidents as just one component of a comprehensive stress management 
programme for emergency workers. They state that CISD was never intended 
to stand alone as the only intervention for critical incidents. Instead they suggest 
that such a programme also needs to take account of issues like the influence 
of work and organisational factors on the adjustment of emergency care
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workers post-trauma. A number of sources of organisational stress have been 
identified (Sutherland & Cooper 1980). The individual's role within the 
organisation has been found to influence stress levels ie the level of conflict and 
ambiguity experienced. An individual's career development can become a 
source of stress when personnel are requested by their superiors to take on a 
task for which they have not been trained or where they are expected to carry 
out support of victims whilst at the same time maintaining their usual work load. 
Unsupportive relationships at work have been noted to be a frequent source of 
stress. Several researchers have reported interagency conflict over the 
management of disaster work as being a significant problem. Many of these 
factors were implicated in a NUPE survey (1991) into stress in the London 
Ambulance Service (LAS). They found that the main stress did not in fact come 
from big disasters but were more related to the problems of shifts, lack of 
management communication, under-funding and privatisation, lack of meal 
breaks and the cumulative effect of dealing with routine 999 calls.
Bradford and John (1991) and Mitchell & Everly (1998) have suggested a 
number of interventions for dealing with these potential sources of stress which 
could be integrated into a comprehensive stress debriefing programme. These 
include streamlining staff selection procedures for recruiting to emergency work 
and encouraging a working environment which provides permission to report 
problems and communicate issues more effectively. Awareness should be 
raised early on through training of the psychological effects of stress and the 
characteristics of post traumatic stress reactions so that what may otherwise 
appear as disturbing effects become intelligible. This can make it easier to 
share experiences with friends and family rather than conceal them behind a 
"macho" front because of the fear of being seen as abnormal. A safe and easily 
accessible counselling service could also be provided for workers to discuss the 
effects of their work on them and to seek support for stressors external to work, 
for example relationship problems and bereavements.
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CONCLUSIONS
Debriefing appears to be a popular and appealing treatment intervention in spite 
of it’s questionable effectiveness as illustrated in the outcome studies to date. 
The equivocal findings may be due to the many methodological flaws in the 
research and /or the inherent lack of effectiveness of debriefing as a treatment. 
To address this issue fully will require more research in the following areas: 1) 
investigating the impact of pre-morbid risk factors on an emergency worker’s 
response to trauma 2) investigating the impact of trauma characteristics on a 
emergency worker’s trauma response 3) investigating the impact of an 
emergency care worker’s coping strategies in relation to the consequences of 
the trauma event 4) exploring how the above factors may influence the 
effectiveness of debriefing as a treatment 5) exploring how debriefing 
procedures may be best modified to meet the needs of emergency care 
workers at different times 6) exploring the timing of the debriefing following the 
trauma event in relation to outcome 7) exploring further what elements of the 
treatment might act to increase certain individual’s problems and why 8) 
exploring whether debriefing should be targeted at individuals who are identified 
as being most vulnerable to persistent distress. If the latter was implemented, 
careful consideration would need to be given to the risk factors one used to 
identify the target population and how one would manage the potential for 
stigmatisation.
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2.2 TITLE: HOW HELPFUL IS THE DIAGNOSTIC STATISTICAL MANUAL 
OF MENTAL DISORDERS (DSM IV) (1994) DEFINITION OF POST 
TRAUMATIC STRESS DISORDER IN AIDING OUR UNDERSTANDING AND 
TREATMENT OF AN INDIVIDUAL’S REACTION TO A TRAUMATIC 
INCIDENT.
INTRODUCTION
Post trauma syndrome as a concept has been around for many centuries, an 
example being a description of an avalanche on villagers in the Italian Alps in 
1775 (Kinzie & Goetz 1996). However it was not until 1980, after two world 
wars, reports from concentration camp survivors and the Vietnam war that post­
trauma syndromes were included in the Diagnostic statistical manual of mental 
disorders (DSM III) (1980) under the clinical entity of post-traumatic stress 
disorder (PTSD). Since then the diagnostic criteria for PTSD has been refined 
for the most recent version of DSM IV (1994).
In this essay, the psychiatric conceptual framework underpinning the PTSD 
diagnosis in DSM IV (1994) will be critically examined. Both its positive aspects 
as well as its limitations in helping our understanding of trauma will be 
highlighted. Initially however, the DSM IV (1994) diagnostic features of PTSD 
will be described.
DEFINITION OF PTSD:
The essential features of PTSD are the development of characteristic 
symptoms following exposure to an extreme traumatic stressor involving actual 
or threatened death or serious injury or threat to one's physical integrity; or 
witnessing an event that involves injury, death or a threat to the physical 
integrity of another person; or learning about unexpected or violent death.
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serious harm or threat of death or injury experienced by a family member or 
other close associate.
The person's response to the event must involve intense fear, helplessness or 
horror. The characteristic symptoms resulting from the exposure to the extreme 
trauma include persistent re-experiencing of the traumatic event, persistent 
avoidance of stimuli associated with the trauma, numbing of general 
responsiveness and persistent symptoms of increased arousal. The full 
symptom picture must be present for at least a month and the disturbance must 
cause clinically significant distress or impairment in social, occupational or other 
important areas of functioning.
POST TRAUMATIC STRESS DISORDER AS DEFINED BY DSM IV (1994) - 
AN ADVANCE IN OUR UNDERSTANDING OF TRAUMA
The current DSM IV (1994) definition of PTSD, which places the trauma 
stressor at the heart of the diagnostic criteria, represents a major advancement 
in western psychiatry's understanding of this syndrome. Indeed the PTSD 
diagnosis is unusual in having an etiological factor as part of the diagnostic 
criteria. Historically, there has been much debate about the etiological factors 
involved in post-trauma syndromes, particularly because trauma is such a 
confusing concept. Originally trauma was defined as meaning physical trauma 
or organic damage to the central nervous system. Kinzie & Goetz (1996) state 
that during the 1950's, organic factors such as brain damage were considered a 
major factor in the concentration camp syndrome. Trauma, starvation and 
exhaustion were thought to cause brain damage which contributed to the core 
of this problem. When there was an attempt to separate out psychological from 
physical trauma, this proved difficult and encountered much opposition. The 
role of the trauma event was mostly ignored and emphasis placed on pre- 
morbid personality and adjustment problems as major etiological factors. As 
late as 1969, there continued to be a widely held concept that the syndrome
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could only occur in psychiatrically impaired or predisposed individuals.
Another factor explaining the reluctance to acknowledge the trauma event as an 
etiological factor, was the fear of the floodgates opening for compensation 
claims. The claim laws first in Europe and then in the United States, allowing 
compensation for accident damage, coincided with the medical profession 
increasingly disputing this issue. The result was an almost simultaneous 
development of the concept of "compensation" neurosis. Trying to distinguish 
the actual effects of post-trauma syndrome from bogus attempts by patients to 
get compensation proved to be a major undertaking. In the medical literature, 
many derogatory statements were made towards patients. In 1926, a legal 
position was adopted that denied the "major contribution " of a trauma event to 
the development of a disorder when secondary gain was a fundamental issue.
Over time however, as evidence accumulated from the world wars and 
concentration camp victims, a consensus emerged that even a sound "normal" 
person could develop symptoms if the psychological stress was high enough. 
This change in understanding the nature of trauma allowed an examination of 
the stressor itself and set the stage for the trauma event being acknowledged 
as a major etiological factor in DSM III (1980). Further refinement since then 
has meant that it is now acknowledged within psychiatry that witnessing or 
hearing about a traumatic event involving a close relative or associate can also 
be a sufficient stressor for developing PTSD.
It is also now no longer thought that the trauma stressor has to be outside 
normal human experience. This is an important advance in the understanding of 
PTSD because previously people who were traumatised by relatively common 
stressor events eg road traffic accidents could be excluded from being 
diagnosed as having the disorder. This exclusion had implications both legally 
and for access to treatment. DSM IV (1994) now states that a traumatic event 
must be experienced or witnessed which arouses intense fear, helplessness or
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horror in the person’s response This acknowledgement that the response is a 
subjective one has not always been noted historically and fits with research 
which suggests that the meaning of the trauma and its consequences are of 
central importance in understanding the phenomenon of PTSD (Foa & Riggs 
1992).
For many years there was active resistance in psychiatry over acknowledging 
the post-trauma syndrome as a separate clinical entity. DSM III (1980) and now 
DSM IV (1994) represent another advance in thinking about trauma, with 
psychiatry portraying PTSD as a separate clinical entity in the anxiety disorders 
category. Previously, nomenclature placed PTSD syndromes under existing 
psychiatric disorders of the time: traumatic hysteria, traumatic neurasthenia, or 
traumatic neurosis. It was only after the detailed and thoughtful reports of 
victims of Nazi Germany's concentration camps that it became apparent that 
the psychiatric terminology of the time was not adequate to describe either the 
horror or the resulting effects of this event. Kinzie & Goetz (1996) describe how 
in a post-traumatic reaction mistrust and far reaching personality changes were 
common and thought to be more deeply ingrained than other neuroses.
These issues highlight the positive advances made in the psychiatric 
understanding of trauma. However this understanding, I would argue, still lacks 
clarity around certain issues. It is also limited by the many assumptions which 
are made by western psychiatry in it’s conceptualisation of distress. These 
issues and assumptions will now be discussed in detail and then their impact on 
the DSM IV (1994) concept of PTSD will be considered.
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PTSD -  AN ANXIETY DISORDER?
Currently PTSD has been included in DSM IV (1994) among the anxiety 
disorders. Traditionally it has been viewed as a condition characterised 
predominantly by the presence of fear and avoidance. Symptomologically 
PTSD shares much in common with other anxiety disorders. (Davidson & Foa 
1991). However dissociative symptoms are also common in PTSD. Recapturing 
the dissociative material frequently facilitates the recovery process in PTSD. 
Davidson & Foa (1991) note the importance of dealing with dissociation early on 
in the treatment of PTSD in order to maximise a favourable outcome. Hence 
one could argue for PTSD to be viewed as a dissociative disorder. Similarly, 
Davidson & Foa (1991) suggest that PTSD could also be classified by DSM IV 
(1994) as a new type of stress disorder, based on an etiologically driven 
classification. Currently application to PTSD of theoretical and treatment models 
derived from the anxiety literature has served to further knowledge of PTSD. It’s 
retention as an anxiety disorder is therefore likely to continue for now. However 
the appropriateness of the diagnostic classification PTSD has been placed in 
within DSM IV (1994) is by no means completely clearcut.
DIAGNOSIS OF PTSD
DSM IV (1994) is very clear about the “constellation” of symptoms required to 
“qualify” for a PTSD diagnosis. For example for someone to receive the 
diagnosis of PTSD they need to have at least three avoidance symptoms 
directly related to the trauma event. However Davidson & Foa (1991) suggest 
that the choice of minimum criteria by DSM IV (1994) and the effect of varying 
these numbers require further study. This is because doubt remains as to the 
exact number of minimum symptoms required for a diagnosis of PTSD.
Research findings by Schutzwohl & Maercker (1999) suggest that the DSM IV
(1994) definition of the diagnostic boundary between the presence and the
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absence of PTSD is not optimal, in that many individuals without PTSD are still 
exhibiting considerable distress. This is an important issue as a non-diagnosis 
of PTSD for some people could mean a withholding of treatment from someone 
who otherwise needs it. A non- diagnosis of PTSD could also affect the level of 
compensation provided to a victim. Further, Schutzwohl & Maercker (1999) 
state, that from the perspective of public health and planning for services, their 
findings indicate that by using the diagnostic criteria of the DSM IV(1994), this is 
likely to be underestimating the prevalence of PTSD and thus providing an 
underestimate of the need for services. Their study suggests that the estimation 
of the prevalence of PTSD would probably be substantially improved by 
reporting the number of individuals who meet criteria for partial PTSD. They 
define this as anyone who meets the minimum number of symptoms for the re- 
experiencing criteria and either the avoidance criteria or the hyperarousal 
criteria of DSM IV (1994) definition of PTSD.
PTSD AS A COMORBID DISORDER
Levels of co-morbidity in PTSD remain high. Davidson & Foa (1991) highlight 
the inevitability of this, given the criteria used to define PTSD in DSM IV (1994). 
The question therefore needs to be asked as to whether it would be more 
advisable to reduce the high levels of co-morbidity through including in the DSM 
IV (1994) criteria, only those symptoms that are most specific to PTSD, such as 
nightmares, flashbacks, a startle response and hypervigilance.
SOME PREVALENT ASSUMPTIONS IN WESTERN BIOMEDICINE AND 
PSYCHIATRY
It is generally assumed by Western psychiatry that the concept of PTSD 
described in DSM IV (1994) captures the fundamental psychological 
disturbances that are experienced after any type of trauma. The early concepts 
of post torture syndrome, concentration camp syndrome and rape trauma
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syndrome have all therefore been subsumed within it. As with other concepts 
developed in Western psychiatry however, it is important to examine what 
assumptions are involved and to reflect on whether such concepts have 
relevance for all of society and for all types of trauma.
Many basic assumptions are contained in the western biomedical /psychiatric 
approach to illness and distress. Bracken et al (1995) explore three questions 
which reveal some of these underlying assumptions:
1) To what extent does the western biomedical/psychiatric approach imply a 
notion of individuality which has its origins in western culture but can by no 
means be applied to all cultures?
2) To what extent does western biomedicine/psychiatry have a tendency 
towards a universalistic approach in mental disorder, that is emphasising the 
similarities and underestimating the differences between individual 
symptomologies?
3) Are the current treatment strategies developed in the west with regard to 
mental disorder always the best approaches to adopt?
With the first question, the location of the individual at the centre of western 
morality and cosmology makes it difficult for many to accept that this view is in 
fact specific to western culture and not simply a view of the world "as it really 
is". This concept of the individual as existing prior to society and culture, is also 
assumed by western medicine and psychiatry. Here the focus in mental illness 
has always been on the individual.
In many non-western cultures the notion of the self and its relationships to 
others and to the outside world is different. The experience and the explanation 
of illness are therefore frequently fundamentally different. The intra-psychic is
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not emphasised and thus plays a comparatively minor role in these less 
"egocentric societies". Greater weight is often given to social relationships and 
so in short the emphasis on the individual is by no means universally endorsed 
(Bracken et al 1995).
Another assumption which has been influential in cross cultural psychiatry is 
that the forms of mental disorder found in the West are basically the same as 
those found elsewhere. Not surprisingly, studies which have used standardised 
questionnaires developed in the west, to assess the prevalence and distribution 
of mental disorder in other societies, have usually managed to confirm this 
assumption. However the fact that symptoms and signs can be reliably 
identified in different settings is no guarantee that they mean the same thing in 
those settings (Bracken et al 1995).
This approach to cross cultural research implies a traditional empiricist 
epistemology in which theory is separate from and does not influence the facts 
under observation. It assumes that the basic data of psychiatric research (that 
is symptoms and syndromes), exist prior to and independent of psychiatric 
theory. It is only on the basis of such an assumption that one can propose the 
idea of universally similar categories of mental disorder. Instead these 
phenomena should be identified as psychiatric symptoms or syndromes only in 
the light of western psychiatric theory.
The above assumptions lead in turn to assumptions about treatment. It is again 
widely assumed that the therapeutic modalities developed in the west are also 
appropriate for people suffering mental disorders in other parts of the world. 
With this view cultural differences are either ignored or played down. However 
just as the notion that psychiatric disorders are the same cross culturally is 
problematic, so too is the idea that therapies are universally appropriate.
For example the relevance of various forms of psychotherapy developed in the
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West to less "egocentric" societies has been questioned. This is because 
traditionally, talking therapies which aim to modify behaviour via insight is often 
based on the perception of the person as existing independently and able to 
transform self in relative isolation from the wider social context (Bracken et al 
1995).
HOW DO THESE ASSUMPTIONS OPERATE IN THE DSM IV M994) 
CONCEPT OF PTSD
The ways in which these assumptions influence western psychiatry's 
conceptualisation of the effects of trauma and violence as illustrated in DSM IV
(1994) will now be examined.
The individualist assumption
Before the inclusion of the category of PTSD in DSM III (1980), the major 
debate surrounding the concept had been concerned with the relative 
importance in its aetiology of the traumatic stressor. This is now a "given" but 
DSM IV (1994) largely continues to minimise questions of context, that is the 
social, cultural and political context of the trauma event and the individual's 
lifestyle. The only reference to the importance of the subjective meaning of the 
trauma to the victim can be found in the assertion that the person’s response 
has to be one of fear, horror or helplessness.
However there are often social and political factors involved in a person's 
response to violence and trauma. Bracken et al (1995) write of a 28 year old 
woman in Uganda who witnessed her husband being killed by the army and 
who was then forced to flee the area immediately with her children for fear that 
she herself would be killed. When she was able to return six months later his 
body could not be traced. When she was assessed for therapy five years later, 
she was still haunted by nightmares and feelings of shame because she had
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not been able to bury her husband according to traditional rites. It was this 
aspect of her loss that she spoke most about when interviewed and which 
seemed to cause her most distress. In this account the nature of the trauma 
and its impact cannot be fully understood without reference in depth to the 
subjective meaning of the event to the woman. This in turn cannot be 
understood without reference and exploration of the cultural context in which 
the individual lived and in which the event occurred. The tragic loss of the 
husband was compounded by the belief that his soul was not at rest because 
certain rites had not been performed.
On the same theme, writers such as Nasr et al (1983 cited in Bracken et al 
1995) state that suicide rates can drop dramatically in times of war. They 
interpret this as testimony to the fact that factors such as community 
cohesiveness and political solidarity determine to a large extent how the 
traumas of war are experienced and dealt with by individuals. Again this 
interpretation highlights the importance of the political and social context of 
violence. Trauma conceived within a framework of individual psychopathology 
cannot account for the global affective consequences of terror and distress.
Despite such testimonies, DSM IV (1994) takes the self and its relationship with 
others and with the outside world as a "given" and traumatic events are seen as 
having an impact on this self and these relationships with relatively little 
emphasis on the social, political and cultural context. DSM IV (1994) therefore 
focuses in its definition of PTSD, on the intra-psychic responses to a trauma 
event and postulates certain psychological or neurological processes which are 
understood to be disrupted by the traumatic experience. This conceptual 
approach reflects the thinking inherent in many existing western models of 
traumatic disorder (Horowitz 1986).
As an example of such thinking Horowitz (1986) writes that trauma is seen as 
disrupting the individual's life by producing a block in cognitive and emotional
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processing. This is conceptualised by Horowitz (1986) as a purely internal 
phenomenon located entirely within the confines of the individual self.
Horowitz (1986) does acknowledge that there are social, cultural and somatic 
aspects to the reaction to trauma but separates out the cognitive/emotional 
phenomena and focuses upon the latter. This separation of the psychological 
from the somatic and the cultural is problematic however implying as it does 
that distinctions are easily made between these areas. Such distinctions are 
made in western societies but are nevertheless assumptions. Most particularly 
in non-western societies, these assumptions are not widely endorsed.
As highlighted above, DSM IV (1994) places most emphasis on intra-psychic 
responses to a trauma event. It says relatively little about why some people 
respond to trauma with PTSD symptoms and why some do not. Indeed this is a 
central issue for researchers in this area and is a focus of ongoing investigation.
The universalistic assumption
DSM IV (1994) reflects the assumption that the phenomena associated with 
trauma in one situation will be similar to the phenomena present in another 
trauma situation. Horowitz (1986) maintains that "human beings are as similar 
as they are different and there seem to be certain, fairly universal conflicts 
between wishes and realities after stress events such as accidental injuries, 
illnesses and losses". This conclusion is supported by his examination of the 
literature concerned with trauma ranging from military combat to the response 
to nuclear bombing, rape and serious illness. Horowitz (1986) argues that in all 
these situations, the various forms of trauma produce a similar response 
consisting basically of "intrusive thinking and denial".
While the Horowitz study is a strong argument in favour of some similarity 
between these situations. Bracken et al (1995) argue that there is a risk of 
intrusive thinking and denial becoming a meaningless generality. They point out
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that the assertion that stress events bring about fairly universal changes in 
individuals is deeply problematic given the variety of human belief systems and 
values. The physiology and psychology of stress reactions cannot be reduced 
to a universal sequence of events. For example, Yehuda & McFarlane (1995) 
note that biological changes following exposure to trauma do not appear to be 
present as a result of exposure to trauma per se. There appears to be a 
distinctness between the biological underpin of PTSD symptoms and the 
biological underpin of symptoms of individuals exposed to the same trauma 
without PTSD. This highlights the possibility of differences in reaction to a 
trauma event.
One wonders therefore, when researchers assert that they have found the 
same PTSD symptoms in so many different situations, whether they have not 
found just what they were looking for due to the nature of the research 
undertaken in this area. The tendency in this sort of research to date is to use a 
quantitative approach whereby subjects are provided with structured 
questionnaires containing defined signs and symptoms based on western 
psychiatric concepts of traumatic responses. The subjects are then asked to 
choose which of these signs and symptoms of trauma they are experiencing. 
Thus there is little opportunity for reports of experiences outside this western 
perspective to be made by the individuals concerned (Bracken et al 1995).
There is however a body of growing evidence which suggests that pre-disposing 
individual characteristics as well as characteristics of the trauma event and post 
trauma factors all interact together in influencing an individual's own particular 
response to a traumatic event. This also determines the chronicity and severity 
of a post-traumatic response. Foa & Riggs (1992) highlight the different factors 
and characteristics which mediate an individual's response to trauma. These 
include the rigidity of an individual's pre-existing belief system about such 
concepts as vulnerability and safety (Janoff-Bulman & Frieze 1983). Other 
factors include personal or family history of psychiatric problems, prior
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victimisation, prior substance abuse and psychological functioning prior to 
trauma (Riggs et al 1992, Burgess & Holstrom 1978).
Foa & Riggs (1992) further highlight the trauma characteristics which are 
implicated in an individual's response to trauma. These include the brutality of 
the assault, the extent of the injury, the duration and the number of assaults 
(Riggs et al 1992, Ellis et al 1981). Using path analytic techniques, it has been 
found that the effects of much of these factors are mediated by cognitive beliefs 
such as perception of life threat at the time of the trauma (Riggs et al 1992).
Foa & Riggs (1992) state that perceived life threat during an assault is a better 
predictor of post rape psychopathology than measures of objective assault 
severity. Kilpatrick et al (1989) found that rape victims who felt that their lives 
were in danger during the assault were almost 2.5 times as likely to develop 
PTSD as victims who did not perceive a threat to their lives.
It is important to note that the degree to which victims perceived a trauma as life 
threatening can only be measured retrospectively. Thus it is unknown whether 
this perception was recorded during the trauma itself or developed 
retrospectively. Alteration of memories by subsequent information is a well 
established phenomenon. Dancu et al (1996) highlight an example of such a 
change in perception of threat: a rape victim who appeared to recover 
satisfactorily until she learned that her assailant had killed several other victims. 
This new information resulted in her re-appraising the risk during her own rape 
and consequently she developed PTSD symptoms. This example is particularly 
illustrative of the importance of the subjective meaning of the trauma to the 
individual as a mediator of post-trauma distress.
Several post-trauma factors have been implicated in how individuals react to a 
trauma. The tension between the victim's need to process the trauma and the 
tendency to avoid the distress associated with such processing characterises 
most trauma victims. Avoidance may take the form of active attempts to
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suppress trauma related thoughts or shun reminders of the trauma. It may also 
manifest as dissociation or emotional numbing. While avoidance decreases 
emotional distress, excessive avoidance appears to hinder emotional 
processing and maintains the PTSD symptoms (Ehlers & Steil 1995).
Negative appraisal of post-trauma symptoms appears to exacerbate these 
symptoms further. Ehlers & Steil (1995) found from reviewing studies of 
individuals involved in road traffic accidents and survivors of child sexual abuse, 
that the idiosyncratic meaning of the intrusive recollections predicted the 
distress caused by them and the degree to which the individual engaged in 
strategies to control the intrusions. Additional, although indirect evidence that 
the perception of the self as a poor “coper” mediates the chronicity of PTSD 
symptoms comes from the success of Stress Inoculation Training where coping 
skills are taught as a treatment for PTSD (Foa & Riggs 1992).
An individual's social support system can influence recovery following a trauma. 
Burgess & Holstrom (1978) found that rape victims with supportive relationships 
recovered more quickly following the assault than did victims without a support 
system. Adams & Lehnert (1997) also highlight the importance of the social 
support system in mediating recovery from a trauma.
Given this body of research, it is important to consider whether the tendency to 
universalise symptoms in western psychiatry has meant that the differences in 
individual reactions to trauma have been ignored or downplayed by DSM IV
(1994). Bracken et al (1995) describe how they often found symptoms of PTSD 
as described by DSM IV (1994) in their work with victims of war in Uganda. 
However, these symptoms seldom dominated the person's account of his or her 
suffering. For example for a number of rape victims, the commonest presenting 
complaints were somatic in nature. In the west, researchers like Adams and 
Lehnert (1997) argue that the PTSD symptom pattern in DSM IV (1994) fails to 
capture fully the phenomenological experience of a person during and after a
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traumatic event, since it conveys little about the post traumatic process of 
reintegrating schemas, values and sense of self.
Increasing research around child sexual abuse also suggests that diagnostic 
formulations more inclusive than PTSD are required to capture the 
psychological difficulties experienced by people traumatised as children by 
abuse. Cloitre et al (1997) found that re-traumatised women, that is women who 
were sexually assaulted in both childhood and adulthood had high rates of 
PTSD equivalent to women who were assaulted as adults only. However, the 
first group were also more likely in addition to be alexithymie, show dissociation 
scores indicating risk for dissociative disorder, to have attempted suicide and to 
have interpersonal problems.
Roth et al (1997) highlight a constellation of symptoms which have been 
commonly noted among incest survivors. These include health problems of 
unknown aetiology, dissociation, chronic self destructiveness, and problematic 
affective and cognitive constructions of the self, world and others. This 
symptom constellation has been referred to under a variety of names including 
complex PTSD, complicated PTSD, disorders of extreme stress ((DES) and 
disorders of extreme stress not otherwise specified (DESNOS).
More recently, this symptom constellation has been incorporated into the DSM 
IV (1994) nomenclature under associated features of PTSD. However I would 
argue that listing these symptoms in such a way is to underplay the central 
importance of this phenomena in the experience of childhood trauma. Cole and 
Putnam (1992) theorise the impact of child sexual abuse can be understood 
most accurately from a developmental psychopathology model that focuses 
both on the self and social functioning. This is a conceptualisation approach 
that PTSD lacks.
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Implications of individualist and universalistic assumptions for the 
treatment of PTSD.
Treatment approaches to trauma based on psychodynamic, behavioural and 
cognitive models often share these assumptions and can therefore be 
potentially problematic in terms of their application, particularly to non-western 
societies. For instance the meaning and importance of such phenomena as 
nightmares and vivid memories vary from culture to culture and Bracken et al 
(1995) argue that any treatment which ignores the cultural aspects of these 
phenomena will tend to be unsuccessful.
Similarly the political dimension of suffering after torture is an example given by 
Bracken et al (1995) where therapy which focuses on some "core syndrome" is 
not able to address the real needs of the victim. Many people undergo torture 
because of their political convictions. It has again been found by Bracken et al
(1995) that if these convictions are ignored during therapy such people have 
difficulty making sense of their experiences.
In western societies, many people somatise the distress of a traumatic 
experience (Young 1992, Briere & Runtz 1988, Bachmann et al 1988). 
Unfortunately therefore, they will often have their problems medicalised and the 
treatment of choice will almost certainly be a physiologically based one as 
opposed to more appropriately a psychological intervention (Arnold et al 1990).
Any therapeutic approach therefore has to incorporate the political, social or 
cultural context in which these phenomena occur to be adequate healing 
interventions. These aspects need to be taken account of through the 
development of a sound formulation. This needs to explain an individual’s own 
particular distress and the setting and historical context in which it occurs. A 
sound formulation would aid understanding and minimise the danger of a
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simplistic “cookbook” application of diagnostic criteria to treatment. This is 
slowly being addressed within a cognitive behavioural treatment approach to 
PTSD, focusing as it does on the meaning of the trauma event to the individual. 
This in turn will be influenced by his/her cultural background. Treatment needs 
to be tailored to the individual's context. For instance some therapists have 
responded to the political dimension that is often present in peoples 
experiences of torture, by using testimony against the torturers as part of the 
treatment and by encouraging a reintegration into the political struggle 
(Cienfuegos & Monelli 1983 cited in Bracken et al 1995).
AN ALTERNATIVE FRAMEWORK
It is not the intention to propose a completely new model to replace the DSM IV 
(1994) conceptual definition of PTSD. However, I would argue that DSM IV 
(1994) needs to change its tendency to conceptualise trauma in purely 
individual psychopathological and universalistic terms and to instead regard as 
far more central the social, political and cultural realities of the individual 
involved.
Bracken et al (1995) suggest that social reality could encompass such factors 
as family circumstances, available social networks, economic position and 
employment status. Political reality could refer to the individual's engagement or 
otherwise in a political movement, their social position as determined by gender, 
class and ethnic factors and whether they were the victims of state repression 
or other forms of organised violence. The term cultural reality could include 
such things as linguistic position, spiritual or religious involvement, basic 
ontological beliefs and concepts of self, others and illness.
These realities structure the individual's response to trauma by determining i) 
the linguistic environment and ii) the practical context in which the trauma 
occurs and in which the individual recovers. More specifically they determine to
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a greater or lesser extent: 1) the subjective meaning of the violence or trauma 
2) the way in which the distress associated with trauma is experienced and 
reported 3) the type and extent of general support available to the individual 4) 
what type of therapies are available and are appropriate. There is much overlap 
between these realities and indeed they would interact with each other in their 
effect on an individual. They are used here to provide a wider framework within 
which to understand post-trauma distress, not as an attempt to develop a strict 
categorisation.
I would also argue that DSM IV (1994) needs to re-examine the symptom 
constellation that is deemed to be of most central importance to the diagnosis 
of PTSD. The decision to describe symptoms such as dissociation and 
interpersonal difficulties as associated features seems to me erroneous given 
recent research findings.
CONCLUSIONS
The argument here is therefore not an abandonment of the PTSD diagnosis in 
its entirety but rather that its limitations should be recognised and addressed 
and its application particularly in non western societies utilised with caution. 
Such modifications would I believe help our understanding and treatment of this 
problem area enormously. For instance, recognising the importance of 
contextual factors allows for the realisation that recovery over time is not just 
about alleviating individual psychopathology but is closely linked to 
reconstruction of social and economic networks as well as cultural institutions. 
Further exploration of these issues using a more phenomenological, qualitative 
approach is indicated.
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3.2 TITLE: A COGNITIVE BEHAVIOURAL CASE CONCEPTUALISATION 
OF A CLIENT CALLED DAWN. 
INTRODUCTION
The aim of the following case study is to provide a detailed account of the 
application of longer term schema focused cognitive behavioural therapy with a 
complex case. I will describe the client’s presenting problems, outline a 
cognitive behavioural case conceptualisation of the difficulties as well as a 
description of the interventions, evaluations and outcomes. Where appropriate, 
the decision processes I engaged in will be highlighted. The issues pertinent to 
working long term with such clients will also be discussed.
IDENTIFYING INFORMATION
Dawn is a 26 year old woman who was referred by her psychiatrist for a 
psychological approach to managing her depression and anxiety. At the time of 
the referral she was doing an “A” Level in History. She had lived with her 
parents for the last 2 months since the breakup of her relationship with Dave 
who had a diagnosis of schizophrenia. Dawn was the eldest of five children. Her 
two youngest siblings (10 years and 8 years) lived with her and her parents 
while the older two (20 years and 24 years) had left the parental home several 
years ago. Dawn was offered an earlier appointment after I received several 
messages that since her boyfriend Dave had ended their relationship she was 
“unable to cope”.
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PRESENTING PROBLEMS
Over a number of sessions, a list of Dawn’s problems was constructed:
1. Depression particularly loss of motivation, low energy, loss of pleasure and 
avoidance/withdrawal from activities and people (BDI = 18 at first 
assessment) (Beck et al 1961).
2. Generalised anxiety with strong fears that she could not cope with life on 
her own (BAI = 39 at first assessment) (Beck et al 1988).
3. Panic attacks with particularly strong fears about going mad (80 % belief); 
being seriously ill (90% belief); losing control ( 90 % belief) and acting foolish 
(90 % belief) (Chambless et al 1994). Panic severity was very disturbing (on 
a rating scale of 1-10 assessing severity, she scored 8). Panic frequency 
was at least 3 per week.
4. Health anxiety with similar fears of in future going mad (90 % belief) and 
developing cancer (80 % belief) or heart problems (70 % belief) from all the 
stress she experienced.
5. Social phobia. This was identified much later on in therapy.
6. Low self esteem. Again this was only acknowledged by Dawn much later on 
in therapy.
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PAST HISTORY
Particular issues of note were a family history of depression. Her father was 
depressed intermittently for much of her childhood (over a 10 year period). This 
was now successfully controlled with Lithium. Dawn had had periods when she 
was very close to her father although he was very domineering. At other times 
he became distant from her and blamed his mood swings on his children, 
claiming they had ruined his life.
Dawn had never been close to her mother and described her as being very 
critical, especially of her appearance. She believed her mother saw her as an 
irritant and had withheld attention and care in the past when Dawn disobeyed 
her. She had often reneged on promises made to Dawn and had threatened her 
constantly with boarding school. She had also often laughed at Dawn whenever 
she was upset and cried. The family home was arranged so that all the children 
shared a living room separate from the parents. They could only enter their 
parent’s living room with permission. The three older children including Dawn 
were all asked to leave home by the parents when they reached the age of 
17/18 years old.
DEVELOPMENT OF PROBLEM
Dawn’s psychological problems started about eight years ago when she was 
aged 18. She was diagnosed then as having depression, anxiety and bulimia 
nervosa. She was also abusing alcohol. Although Dawn did not think there was 
an obvious trigger for her problems, it is likely that the emotional abuse from her 
boyfriend Steve from the age of 15 -  18 years old, was a contributory factor.
She had also been forced to leave home at 17 years old by her parents, take on 
a mortgage with Steve and become a secretary, all of which she hated.
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Dawn had been treated in the past with various antidepressants and Lithium 
with only limited success. She had had an inpatient admission where much time 
was spent attempting to explore her relationship with her mother with little 
success. She had attended an eating disorder group and been encouraged to 
return to further education to do an “A” Level in History. This she felt had 
boosted her self esteem.
Dawn had also had little contact with her parents in the previous year and had 
found this helpful. Unfortunately, with her relationship ending, she had lost 
much of what had been helping her to cope and now had to return to her 
parental home. At our first session. Dawn reported “surviving” only because her 
father was supporting her at the moment. However, from past experience, she 
knew he was unpredictable in his support and was keen to develop her own 
ways of coping with her anxieties and depression. It was for this reason that 
Dawn had asked to be referred to a psychologist.
INITIAL GOALS IDENTIFIED FOR TREATMENT WITH PATIENT
a) Reduce panic attacks and enhance sense of control over them.
b) Reduce health anxieties.
c) Understand the triggers for her depressive episodes and develop strategies 
for reducing their impact on her life.
d) Increase her pleasure in life.
e) Reduce her feelings of generalised anxiety by improving her confidence in 
her coping with her day to day life.
CASE FORMULATION
Below is a diagrammatic representation of Dawn's problems which illustrate 
how her earlier experiences led to the development of her core beliefs. This 
formulation was developed over the course of several sessions of therapy.
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Childhood experiences critical mother -  reneged on promises, 
domineering father who alternated 
between being loving and blaming his 
children for “ruining his life”.
Adolescent experiences
Core dysfunctional beliefs
Main assumptions
abusive relationship with boyfriend 
(aged 15 -18  years), 
being threatened by her father with 
sectioning after a hysterical outburst.
I am abnormal (80 % belief).
Others are untrustworthy (90 % belief). 
I am vulnerable (70 % belief).
If I trust others enough to expose 
myself I am likely to be rejected by 
any normal person.
If I show negative feelings this 
means I am acting stupid and 
“abnormal”.
If I control my emotions and 
behaviour I will not be considered 
“abnormal” and rejected.
If I subjugate my needs and desires 
to others I will not be rejected.
If I meet my high expectations of 
myself this means I am worth 
something.
I can only trust abnormal people
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Critical incident
Activation of core beliefs
Psychological problems
Relationship ending
This proves that noone can be 
trusted.
This proves that I am abnormal. 
I cannot survive on my own.
Depression
Anxiety (panics, health, generalised) 
Social Phobia 
Low self esteem
MAINTAINING FACTORS
Dawn’s psychological problems in the present were maintained by a number of 
complex cycles of thinking, affect, body sensations and self protective or safety 
behaviours. The simplest way of illustrating how I conceptualised these different 
interactions is through the use of a diagram (see Appendix a, page 102).
COURSE OF THERAPY 
Session 1-2
The most striking impression I had of Dawn initially was how dissimilar her 
presentation was compared to the frantic telephone messages she had left my 
secretary. In spite of her relationship ending and fears of how she would cope, it 
was all said in a calm and self possessed manner with minimal affect.
The first two sessions were spent establishing a problem list ascertaining when 
and how the problems had developed and deciding on initial goals for therapy. 
The cognitive model for panic was introduced as a way of understanding the
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first problem she decided to tackle that is panic attacks and literature on both 
panic and anxiety were given at Dawn’s request.
The initial contract was for 10 sessions with a review at the end. It was 
emphasised that therapy was time limited and much depended on how much 
she could commit to the therapy in terms of attending regularly and trying out 
different ways of coping. Dawn seemed happy with this message and “bought” 
the cognitive model with all the premises attached, for example, the aim of 
therapy being ultimately to be her own therapist and to find ways of coping. I 
asked her at the second session to keep a panic diary of situational triggers, 
body sensations and panic severity.
Session 3
Although Dawn had completed her panic diary successfully, her main concern 
this session was her “A” Level history exam. She could not study, felt extremely 
anxious and had thoughts of “I cannot cope” (100 % belief) and “if I study I will 
not be able to concentrate” (100 % belief). At her request we concentrated on 
this crisis. I introduced her to a dysfunctional thought record (DTR) to help her 
separate the affect, cognitions and behaviour and make links between these 
components. We examined the evidence for her cognitions and it quickly 
became clear that Dawn normally did well at studying and exam taking.
It also became clear to Dawn that she was making predictions about the future 
without any clear evidence. She acknowledged that this was typical of her style 
of thinking and that it reinforced her anxiety. I then introduced the idea to her of 
treating her thoughts as hypotheses to be tested out. So she could test her 
predictions of not concentrating or coping if she studied by setting up some 
experiments.
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We discussed breaking down her study periods to a more manageable time 
period of 2 hours and taking a break at predetermined times. Dawn was also 
asked to predict beforehand, her degree of coping and level of concentration 
while studying using a rating scale of 1-10. After studying she was asked to 
rerate her coping and her concentration level. We also operationalised “coping” 
so that it was clear how she would measure this outcome, that is coping was 
defined for these experiments as the time spent in study. Difficulties in doing the 
experiment were anticipated and planned for eg scheduling the time for study. 
Dawn was given a prediction sheet to summarise the outcome and conclusions 
of the task in the context of her original fears.
Session 4
The experiment proved very successful in that Dawn could see clearly that her 
predictions of the future had not come true on this occasion. Her beliefs about 
not coping or concentrating also reduced from 100 % to 0 % belief) and she 
now felt more confident about her studying. Dawn was then able to 
acknowledge through guided discovery that her predictions often did not come 
true on other occasions. Dawn also reported that the cognitive model for 
understanding panic, along with her reading of the information on panic and 
anxiety had helped her start to be less anxious about having a panic attack. The 
frequency of her attacks had reduced to 2/week and the severity had reduced 
from 8 to 5. She felt this was due to a greater understanding of what was 
happening to her during a panic attack.
Dawn chose her fear of having a heart attack to work on next although she only 
rated this on her Anxiety Cognitions questionnaire at 50 % belief. We looked at 
evidence that this was really happening versus evidence that it was her belief 
she would have a heart attack that was the real problem. Dawn was able to 
come up with more evidence for the latter. She could also see how her self 
protective/safety behaviours of slowing down and avoiding any exercise
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generally were preventing her from fully testing out her predictions of 
catastrophe. This was reinforcing her fears. Because of the success of her 
previous experiment, Dawn was willing to test out her predictions of having a 
heart attack during a panic, by walking quickly when she was having one. Again 
we looked at possible difficulties to doing this. The main one identified was her 
fear of dropping her safety behaviours. Options for dealing with this were 
examined and Dawn decided to put the evidence against her having a heart 
attack on a flash card so that she could read it before doing the experiment.
She also decided to read her previous prediction sheet about her studying to 
remind herself that predictions often did not come true. Finally she decided to 
first practice walking quickly when not having a panic to increase her confidence 
to do the experiment.
Session 5
Dawn’s experiment again proved successful in that nothing happened to her 
heart when she walked quickly during a panic. This had boosted her confidence 
so much that she had started to walk the dog regularly for exercise and was 
feeling fitter and healthier as a result. Her belief that she would have a heart 
attack had gone from 50 % to 0 %. Interestingly many of her other predictions 
had gone down too. For example, her belief that she was seriously ill had gone 
from 90 % to 30 % and she had started to see that most of her fears were 
based on no real evidence. I believe this generalisation effect was helped by 
the reported increase in her self efficacy as a result of the experiments.
Her fears of going mad remained high however at 70 % belief. Using socratic 
questioning it became clear that this remaining fear was about future 
catastrophe. Similarly she feared having a heart attack or cancer in the future 
because of all the anxiety her body had to endure.
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As Dawn felt that she could deal with her panics much better (the frequency 
and severity had gone down further from 5 to 2 and from 2/week to 1/fortnight) 
she now decided she wanted to focus on her health anxieties. I therefore asked 
her to record examples of her health worries for her homework task.
Session 6
Dawn came with some good examples to the next session. She decided to 
focus on one particular example which had caused her most anxiety in the 
week. Her fear here was of becoming seriously ill with cancer (80 % belief). It 
proved difficult to access the underlying assumptions behind her fears using 
verbal questioning. I therefore asked Dawn if she had any images of herself at 
this time when she had this thought. She looked extremely embarrassed and 
said no.
I was faced with a dilemma her. Should I persist with my questioning and risk 
jeopardising the trust that I felt was staring to develop between us or was it too 
soon in our relationship to do that. I decided to gently persist using empathy 
and reassurance. I therefore reflected on her embarrassment and pointed out 
that many people had images at this time that they thought were bizarre but in 
fact they were normal. Dawn became very agitated at this point and said I would 
laugh at her if she disclosed her images. Again I reassured her and eventually 
she consented to further exploration. Dawn was then given the choice of closing 
her eyes or not. She chose to keep her eyes open during the exploration as she 
said she felt less vulnerable. This response fitted with my hypothesis that she 
had problems in trusting others.
Dawn described herself in her image as falling ill while in town and collapsing 
on the floor. She then described crawling along the pavement trying to hide 
from bystanders who were all laughing and pointing at her. An ambulance came 
and took her to hospital where she was initially ignored. Finally, she was
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examined and told she would have to remain there forever on her own. She 
described feelings of fear (90 %) and her automatic thoughts were that people 
would laugh at her (70 % belief) and she was helpless to protect herself (60 % 
belief).
Dawn’s first words after this account was she felt terrible and she thought 
therapy was meant to make her feel better. Unfortunately I had not properly 
prepared Dawn for the possibility of feeling worse in therapy before feeling 
better. I shared this with her now and gave her space and empathy in which to 
reflect on her feelings.
It them became very difficult to focus on the image again with many attempts 
from Dawn to side track the issues. I eventually pointed this out to Dawn who 
acknowledged she was very agitated at the thought of focusing on her health 
worries further and said her usual coping strategy was to distract herself by 
focusing on something else. She however realised this did not help her long 
term and she was determined next session to examine her fears further.
Session 7
My aim with Dawn’s health fears were that we needed to decatastrophise the 
costs of her falling ill (ie her fears of ridicule and rejection) and challenge her 
assumption that she was helpless, in order to alleviate her anxieties. Through 
guided discovery. Dawn was able to re-evaluate her anxieties. We also looked 
at how she could be more assertive with the medical staff. For example through 
role play she practised talking to the nurses about how she felt.
This seemed to help Dawn and her thought that she was helpless to do 
anything about the situation reduced from 60 % to 10 %. The probability of her 
predictions coming true reduced from 70 % to 10 % belief. I was then faced with 
a further dilemma; to either explore the background to these fears or to remain
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with a here and now focus. I felt that although Dawn had problems with trust our 
relationship had developed enough to probe this issue further. I therefore asked 
Dawn if she could remember the first time she had felt helpless and alone 
regarding her health.
She then disclosed that her parents had often left her and her siblings alone for 
the weekend and on one of these occasions she discovered she had head lice. 
She remembered feeling helpless, alone and scared of other people’s reactions 
to her plight. This was the first time Dawn had volunteered any information 
about her parents with any accompanying affect. She also expressed her 
surprise that my reaction to her account was one of empathy and understanding 
rather than ridicule.
I felt at this point a significant shift in our relationship in that greater trust had 
again developed between us. This I believe was because I had proved I could 
be relied on to be understanding. Dawn had also shown less emotional 
inhibition with me. My decision to persist in my line of exploration I believe was 
instrumental in this shift because I had provided for Dawn a different experience 
than she had hitherto had with her parents when she had exposed her distress 
in the past. This distress directly challenged her beliefs about others 
abandoning/rejecting her when she exposed herself.
Dawn and I then looked at how she could generalise her challenging of her 
health fears at the session to other occasions. To help her do this I showed her 
how to use a 7 column thought record using the above example to identify her 
thoughts and feelings about the situation as well as evidence for and against 
her health fears. By considering different perspectives of the situation this 
encouraged Dawn to arrive at a more balanced and helpful perspective about 
her fears.
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I then asked her to practice using the thought record during the week each time 
she experienced any health fears. I also suggested various questions she could 
use in de-catastrophising her fears including “how likely is it that your worst 
fears will come true”? and “if they did, would it be as bad as you think”? Finally I 
reinforced the importance of continuing with regular exercise and healthy eating 
as this helped her deal with both her panic and her health fears.
Session 8
At the next session Dawn appeared extremely withdrawn and low and her BDI 
had gone up to 35. Her thought record was full of helpless/hopeless thoughts ie 
“what’s the point”? “I always end up at the same point so why bother”? “I am 
going mad”? Closer examination of the trigger for this depression revealed that 
college had now ended so that Dawn had lost her main structure to her day and 
a major source of self esteem.
She had also felt very angry with her parents after our last session and had had 
a row with them. This had ended very unpleasantly with Dawn being told she 
was abnormal and crazy and to leave the house if she was not happy. She 
revealed that her parent had always called her such names and her anger and 
distress about this as a child had been ignored. She said she could not trust her 
parents particularly her father as he was so unpredictable in his attitude towards 
her.
I hypothesised that part of her distress was due to the previous session 
triggering earlier memories of her childhood which were normally inhibited.
Dawn however denied this suggestion saying she did not care about the past. It 
is also possible that Dawn’s row with her parents was a testing out of her core 
beliefs and unfortunately their reaction reconfirmed for her in her opinion that 
she was indeed abnormal and others could not be trusted.
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I empathised with Dawn about her experiences and her distress and then 
decided because she was so low and therefore having problems concentrating, 
to focus the session in a concrete way. I decided to develop with her some 
behavioural strategies to help her deal with her depression. I introduced the 
idea of doing a weekly activity schedule (WAS) and helped her draw up a list of 
normally pleasurable activities that she could include in planning her day. We 
also constructed a flash card to help her counteract her helpless/ hopeless 
thoughts as she felt too overwhelmed by them to challenge them using a 
thought record.
Reminders of previous occasions when she felt terrible but it had passed were 
written down. Reasons for fighting her depression were also included ie a desire 
for a career and children one day. It was hard to find anything to counteract her 
fears of “I am going mad and there is nothing I can do” (80 % belief). I 
suggested that perhaps we could test this out by her doing the WAS to see 
whether that made any difference to her mood. Dawn was agreeable to this 
given her previous success experiences with testing her thoughts out. I also 
gave her some information about depression as she had found previous self 
help literature so useful.
Session 9
Dawn felt a little better at this session and had found the WAS very helpful for 
structuring her day. Her belief that there was nothing she could do about her 
mood had decreased to 50 % belief. While exploring her hourly ratings for 
moods I noticed a trend in which when she socialised her mood was often low 
afterwards. On closer questioning Dawn disclosed for the first time that she was 
always extremely anxious socially because she found it hard to trust anyone 
and feared being excluded. She also said she felt abnormal in “normal” 
company, that is with people who did not have a mental health problem. This
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provided further support for my hypotheses that Dawn had dysfunctional 
interpersonal schemas around trust and abandonment and defectiveness.
Through using socratic questioning and much empathy a sequential pattern 
emerged whereby social occasions usually triggered anxiety beforehand which 
in the past (before treatment) developed into a panic attack or health anxiety. 
She had dealt with this by either avoiding the situation or else she had gone, felt 
inferior and covered this up by using alcohol and being very loud. Afterwards 
she often became depressed. For homework. Dawn continued to use the WAS 
to plan her day and the thought record to note social situations that made her 
anxious /depressed.
Session 10
Dawn’s BDI dropped to 20 by this session but her BAI had increased to 35.
Dawn reported that filling out the DTR had made her feel very anxious. The 
thought record revealed themes around defectiveness and mistrust of others 
for example “I am stupid”, “It is abnormal to feel this way”, “there is something 
wrong with me”, “noone can be trusted”, “people always let me down”.
Through guided discovery we were able to ascertain that these themes were 
typical of her interpersonal thinking. We were then able to establish that Dawn’s 
core beliefs were “I am abnormal” (80 % belief) and “other (normal people) 
cannot be trusted (100 % belief). I then tried to make links between these 
beliefs and her childhood experiences to develop an understanding of how 
these predisposing factors had helped to shape her beliefs. Dawn found it very 
difficult to accept that her beliefs might have any connection with her childhood 
as “other people were not like her and everyone had that sort of childhood didn’t 
they”? Her view was that she was born like that. Certainly as Dawn had never 
disclosed her childhood experiences to anyone, her views of what constituted a 
normal childhood and indeed a “normal” person were understandably very
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biased. Dawn’s reaction to my tentative case conceptualisation was therefore 
very ambivalent and no affect was displayed. My comment on this was met with 
the reaction “we could be talking about anyone”. For homework I asked her to 
review the formulation and change it as she felt appropriate to obtain the best 
“fit “ of her experiences.
We also reviewed our work to date as our initial contract for 10 sessions had 
ended. Dawn’s panic attacks had now disappeared. Her health anxiety was also 
much improved and she no longer got the visual image of crawling on the road 
and ending up in hospital alone. Consequently, the predicted cost of being ill 
was now much less for her. Dawn also felt slightly better equipped to deal with 
her depressed moods when they occurred and understood much more what 
triggered them off. However, her social anxiety remained high due I thought to 
her ongoing core beliefs. Consequently she remained vulnerable to depression 
and extreme feelings of hopelessness. We therefore contracted for a further 10 
fortnightly sessions to work on her core beliefs in the context of her social 
anxiety and low self esteem.
Dawn however made the proviso that she did not want to delve any further into 
her childhood experiences. She also emphasised she had no intention of 
becoming dependent on me and was pleased to be able to increase the gap 
between her appointments with me. This she felt would increase her confidence 
in her own coping. I felt Dawn was very frightened about becoming 
overwhelmed by her emotions and being abandoned by me.
I felt uncertain at this point how to respond in the most effective manner to 
these statements. I therefore used the cognitive case formulation of Dawn in 
order to decide on the best reaction. Given her negative beliefs about trust I 
thought it was very important to respond to her request positively in order to 
help Dawn feel safe and to develop the trust between us further. I also thought
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it useful to suggest a link between her concerns about remaining independent 
and her fears about my reliability.
Accordingly, I agreed to her request not to look at the past unless she wanted to 
but suggested taking an open questioning view as to whether she was “just 
born this way" as we had taken with other thoughts. I also said that should she 
decide in future to explore the past I would be happy to do this with her. I 
wanted at this point to emphasise my willingness to be there for her. She then 
asked for reassurance that I would see her until she felt she could cope. This I 
felt underlined her worries about being abandoned by me and so I gently 
pointed this out to her and gave her the reassurance she needed.
Session 1 1 -1 3
Over the course of the next three sessions. Dawn sent me several pages of 
information by post describing her earlier experiences. She however wrote 
factually with little expressed emotion. The only exception to this was when she 
wrote about the break up of her last relationship with Dave. With this she was 
unable to completely block her pain and grief. In the sessions, using a great 
deal of empathy, I attempted to make sense of the information by extracting the 
main themes with Dawn, relating these to her core beliefs and pinpointing her 
strategies for maintaining, avoiding and overcompensating for her beliefs (see 
Appendix b, page 103).
Her writing contained recurrent themes about her “weirdness”, “abnormality” 
and her lack of trust in others. This further confirmed my proposed case 
conceptualisation of Dawn's core beliefs. It is also interesting that after saying 
she did not want to talk about the past she proceeded to do the complete 
opposite at her own instigation. I interpreted this as being due to her feeling 
reassured and safe enough following my response at the last session to take 
the risk of opening up further. The pace of this exploratory work was slow as
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Dawn’s thinking was more or less accessible depending on how much she felt 
she could trust me on the day and how inhibited her thoughts and feelings were 
in the session.
As we continued this work, the interpersonal relationship became much more a 
focus for therapy as Dawn tested her fragile trust in my reliability often through 
the use of “acting out” behaviour. On occasion she withdrew completely for 
long periods of time or was sarcastic about my therapeutic style. I dealt with this 
by reflecting back to her what I thought was going on ie she was using sarcasm 
with me to see if I would reject her which would have confirmed her beliefs that 
others could not be trusted. She agreed and expressed her surprise that I did 
not get angry with her as others had done and pull away. We then looked at 
other more appropriate ways of seeking reassurance that I would not reject her.
I also realised how easily Dawn could misunderstand my comments or pick up 
on my own feelings in the sessions and see this as evidence of rejection, for 
example, times when I was tired and stressed myself by events earlier in the 
day. At times I felt I was treading on eggshells. I realised however it was 
important to be honest with Dawn even when the issues we were facing were 
difficult, for example, my frustration with her difficulty in accepting that her 
beliefs could be influenced by her earlier experiences. This also provided an 
opportunity for Dawn to see that negative emotions between people could be 
resolved without leading to rejection.
Slowly a longitudinal case conceptualisation emerged from this process which 
was more acceptable to Dawn (see case formulation described earlier).
However her interpersonal and emotional schemas were proving to be so rigid 
and inflexible I decided that I would have to use a schema focused approach to 
work on her social anxieties and low self esteem. I introduced this idea to her 
explaining how core beliefs operated and how we would need to work with 
these beliefs to effect lasting change. She agreed to do the work and so to
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prepare her I lent her some information about the approach from the book 
“Reinventing your life” by Young & Klosko (1990). I also lent her a chapter on 
defectiveness and then went on holiday for 2 weeks.
Session 14 -1 7
Dawn’s BDI was 42 and she was completely withdrawn at this session. It was 
very difficult to ascertain exactly what had happened but with a great deal of 
probing guided by knowledge of her interpersonal schemas, it eventually 
emerged that reading “Reinventing your life” had triggered memories of the pain 
of losing Dave and her childhood sense of abnormality which she had been 
suppressing for years.
The next four sessions were therefore spent encouraging Dawn to use her 
strategies to cope with her depression and hopelessness . Dawn was also 
prescribed Lithium again by her psychiatrist but she eventually decided not to 
take it as she wanted to test out whether she could halt the downward cycle in 
her mood using her own coping strategies. Dawn also told me she was wasting 
my time and it would be much better if she resumed therapy when she was 
feeling better. I was able, given my understanding of Dawn’s interpersonal 
schemas from the case conceptualisation, to see that she was trying to protect 
herself from being rejected by withdrawing /pushing me away. I was therefore 
able to control my instinct to become defensive and instead point out what I 
thought she might be doing. Dawn agreed and when I asked her how my doing 
as she asked would fit with her beliefs she replied “wonderfully”. I was then able 
to dis-confirm her prediction of my behaviour by telling her I was not going to let 
her down now and wanted to continue to work with her.
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Session 18
Dawn’s BDI went down to 12 at the next session although her BAI remained 
higher at 28. Inquiries about what had been helpful revealed that my 
determination not to give up on her had given her the first clear indication that 
her belief that any normal person would leave her when she showed her true 
feelings were biased. My reaction had also activated her own motivation to not 
give up. She had therefore started to be more proactive in planning pleasurable 
activities and had tried to be more sociable at college in between lectures. To 
her amazement she had been invited out for a drink that week. Because of her 
positive experience with me she had also disclosed a little about her difficulties 
with her parents and again to her surprise, her companion had been 
understanding. This provided further evidence against her beliefs.
Through socratic questioning Dawn was able to acknowledge that perhaps she 
was not as abnormal to others as she was to herself and possibly some “normal 
“people could be trusted not to reject her when she exposed her true self. I then 
introduced Dawn to the idea of a positive log to note all occasions that 
supported the alternative more helpful belief that some normal people could be 
trusted when she exposed her true feelings to them (10 % belief at the time). 
Dawn decided on this new belief herself including what being normal meant to 
her. We used the example she had described earlier to record in her log book 
the situation, outcome and conclusions that could be drawn with regard to the 
new belief. The example was rated for the degree of support it provided for the 
new belief. I also encouraged Dawn to further test out this alternative belief.
For example she told a college friend who appeared trustworthy about her bouts 
of depression and felt very supported by her reaction.
As we continued with the programme it became very clear that Dawn found it 
very difficult to decide if someone was potentially trustworthy as she had such a
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black and white view of trust. I therefore tried to help her make these views 
more flexible by using a continuum approach. We first operationalised her 
criteria for deciding what was trustworthy behaviour as she was basing her 
judgements of people’s trustworthiness on previous experiences rather than 
current situations. An example of this criteria included how someone might 
react to her saying she was feeling “fed up” today. She then practised rating 
different people for how much she could trust them. People who were rated 
included myself, her GP, psychiatrist, her mother and father. Hitler a person she 
had recently met at college and liked and the local newsagent.
Session 1 9 -39
Dawn’s BDI continues to fluctuate but in latter sessions much less so than 
previously. Some weeks now she reports feeling free of depressive symptoms. 
Her anxiety has remained high (BAI =25+) although recently there have also 
been signs of a downward trend. Her panic attacks have disappeared with all 
related fear cognitions at 0 % belief. Her health anxieties are much improved. 
She no longer fears getting cancer or having a heart attack (0 % belief). She 
occasionally fears that one day she will go mad because her emotions are so 
abnormal but this is less intense than previously (20 % belief). Dawn now 
believes she can cope much more than previously and so her core belief that 
she is vulnerable has reduced to 20 % belief.
Regarding other assumptions in the context of her social anxiety Dawn’s belief 
that some normal people can be trusted if she exposes her true self is stronger 
that before but still somewhat fragile (45 % belief). This shift has led to a 
reduction in anxiety in interpersonal situations. It has also given her the 
necessary confidence to expose herself more to other people, for example, to 
leave home and lodge with another woman and her son. This has meant she is 
no longer living in a home environment which is reinforcing her negative beliefs.
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FUTURE WORK
Because Dawn’s new core belief around trusting others is still fragile she needs 
to continue to do behavioural experiments and record all experiences that 
support this alternative belief. The belief needs to be re-rated periodically to 
assess progress. Hopefully as she tests out her fears and gathers dis­
co nfirmatory evidence against her old beliefs her new beliefs will continue to 
strengthen so that she can trust people more. This should further alleviate her 
interpersonal problems/social anxieties and make her less vulnerable to further 
depressive episodes.
As Dawn has opened up to others, she has also gained evidence to challenge 
her other core belief that she is abnormal. Previously she believed that to be 80 
% but this has now dropped to 60 %. However this is still high and so I plan to 
focus more on this belief by initially operationalising with the help of a survey 
what constitutes normal and abnormal behaviour with Dawn. I then plan to 
identify an alternative more helpful belief around Dawn’s view of herself and 
use a positive log and continuum approach to strengthen this. Finally I may do a 
historical review of Dawn’s childhood experiences to encourage a reframe of 
“my parents treated me like they did because I am abnormal “ to “my parents 
treated me that way when I was growing up because of their own problems”. 
Hopefully by using these interventions a stronger belief that she is normal will 
emerge which will help her develop greater self esteem.
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DISCUSSION
Reflecting now on Dawn’s progress so far, I believe this has been reasonably 
good to date. With her panics and health anxieties the importance of 
behavioural experiments to test out her predictions was highlighted. This clearly 
showed her how much of her catastrophic thinking was based on emotional 
reasoning and jumping to conclusions with no real evidence. This active 
element in cognitive therapy, as too the premise that the ultimate aim is to 
become one’s own therapist, generally appealed to Dawn given her aim of 
developing a greater sense of control over her life. This helped to motivate her 
to attend appointments regularly unlike her previous attendance and attempt 
the behavioural experiments.
My opinion as to why the therapy has taken so long to date is that the primary 
problems of social phobia and low self esteem are related to rigid and enduring 
core beliefs which are maintained by a number of dysfunctional and unhelpful 
coping strategies. Consequently Dawn has been locked into a repetitive pattern 
of interpersonal interactions. This has made it a very slow process to obtain the 
necessary dis-confirmatory evidence with which to challenge her beliefs.
Dawn’s view that she was just “born that way” as well as her difficulties in 
trusting me have also impeded progress.
Dawn’s presentation made it necessary to approach her problems using 
schema focused therapy to modify her unhelpful core beliefs. As this was the 
first patient I had done this with to such as extent it highlighted several process 
issues for me. For example I realised the importance of the therapeutic 
relationship for providing patients from abusive backgrounds with growth 
enhancing interpersonal experiences. Dawn has had the opportunity to 
experience a trusting relationship with another person for the first time. I believe 
her trust in me has grown through my being as reliable, empathie validating and
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honest as I possibly can. An example of this is my being willing to acknowledge 
my mistakes in not preparing her for feeling worse at times in therapy and for 
giving her potentially distressing chapters from “Reinventing Your life” to read 
before going on a 2 week holiday.
Fortunately our relationship was strong enough to withstand these mistakes but 
it illustrated for me the powerful reaction that can be engendered through 
working in a schema focused way and the importance of preparing patients in 
future with a “map of the therapeutic territory”. It also illustrated the importance 
of developing action plans with patients to facilitate coping with therapeutic 
breaks when doing this type of work and not just accepting their assertion that 
they will cope. Supervision has also been crucial both in helping me understand 
the therapeutic process issues and in supporting me through the times I have 
felt despondent about our lack of progress or the mistakes I have made.
The process issues that emerged during therapy also highlighted for me the 
limitations of using a purely cognitive behavioural therapeutic approach (cbt) to 
treating complex cases like Dawn where longer term work is indicated. 
Currently, cbt is gradually developing a longer term focus to treat complex 
cases, for instance with schema focused therapy (Young 1990). However, the 
theoretical literature on this is still inadequate for providing guidance on 
how/when to intervene in the most appropriate manner in many situations. A 
good example with this case was my difficulty in predicting and understanding 
Dawn’s reaction to “Reinventing your life” using a purely cbt formulation.
Similarly, a cbt approach is limited in helping my understanding of the 
therapeutic relationship issues. It provides for instance little guidance on the 
issues around the ending of the therapeutic relationship -  a crucial part of the 
treatment process with longer term cases. A further criticism is while cbt 
incorporates an individual’s self, other and world beliefs in a formulation, I 
believe it still does not place sufficient emphasis on the context of an
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individual’s distress. This information is crucial for developing a sound 
formulation with a complex case. Consequently much of the contextual 
information relating to Dawn’s presentation was not given as much emphasis as 
it ought. Retrospectively, a more integrative treatment approach could have 
circumvented the limitations of pure cbt. Drawing on the psychodynamic theory 
literature could have informed my understanding more fully of the therapeutic 
relationship issues. Similarly, the systemic literature would have allowed a 
greater contextualisation of this case. A more integrative treatment approach 
may therefore in hindsight have helped me avoid some of the mistakes that I 
made.
I am hopeful that Dawn will continue with therapy. She is both determined and 
committed, we have a strong trusting relationship and I feel we now have more 
of a shared understanding of her problems. However, a good outcome is also 
dependent on my having the autonomy to manage the termination of treatment 
in a way that will be therapeutic to Dawn. I will now discuss some of the issues 
relevant to ending therapy with complex cases such as Dawn.
ENDING THERAPY
Fortunately in my work setting, providing there are justifiable reasons for 
continuing to see a client for therapy, I am unlikely to have to curtail treatment 
for resource reasons as can be the case with some work place settings. For a 
client such as Dawn, I believe that a too early ending would be extremely 
counterproductive given her difficulties in trusting others not to abandon her.
I would argue that a crucial factor in developing a trusting therapeutic 
relationship with Dawn was being able to tell her that we would maintain contact 
until she developed confidence in her own coping abilities. I chose my words 
carefully here as I did not want to set up the unrealistic expectation that I would 
see her until she had no difficulties in her life.
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I believe that it is very important for clients with abandonment and dependency 
issues to have some say over how their therapy ending is managed. This is in 
order to increase their sense of control at this time and through this control to 
alleviate the stress of ending as much as possible (Rotter 1966). Beck et al 
(1985) showed how people who believed they could exercise some control over 
potentially threatening events responded very differently to their worries. 
Although they were aware of them they did not engage in continuous worry or 
feel anxiety over what would happen, to anything like the same degree as 
people who felt powerless. Beck et al (1985) argued that the type of repetitive, 
circular thoughts involved in continuous worry actually heighten the person’s 
feelings of anxiety and make it more difficult for that person to act effectively. 
Despite the increasing ascendancy of brief interventions due to growing waiting 
lists I believe that the needs of such clients as Dawn have to be acknowledged 
and catered for. Brief interventions with such clients may actually do more 
harm than good because of the potential for reinforcing the anxieties clients 
experience around their abandonment and dependency beliefs.
I believe however that given the dependency needs of many complex clients, , 
that therapy should be offered on a contract basis with regular goal setting and 
reviews. This is important for giving the message that although the contract is 
renewable it is also of an ultimately finite nature and that one day a therapeutic 
ending will be negotiated. It is also helpful to state this explicitly at the beginning 
of therapy with such clients, so as to be clear with them about the boundaries of 
the therapeutic relationship.
With Dawn I followed a similar approach and found this worked well as it 
reiterated the boundaries of our relationship while also emphasising the 
collaborative nature of our work including working towards an ending. This 
collaboration is one of the hallmarks of cognitive behavioural therapy (Beck 
1976). The regular goal setting and reviews were also helpful for keeping us 
focused with our work. This maintained therapy as an active change agent and
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allowed for mutual feedback about the progress of the treatment and issues yet 
to be addressed.
When the time seems appropriate, that is, she is showing increased signs of 
control and confidence, I plan to collaborate with Dawn how to best manage 
ending her therapy. A helpful way to move towards an ending, based on 
previous experience with other clients, might be to negotiate with Dawn 
increasingly longer gaps between appointments.
Once active treatment has ended and the therapy has entered the termination 
phase, I plan to offer Dawn the opportunity to reflect on the therapeutic process. 
Issues such as what has changed, alternative more useful perspectives or new 
coping strategies gained from therapy and future goals are all useful areas for 
reflection. I would also intend to discuss potential future situations that may 
trigger a setback and ask Dawn how she might cope with them based on her 
therapeutic experiences. Feedback from other clients suggest this is a helpful 
way for consolidating treatment gains, highlighting change and reducing 
dependency on the therapist as the one with all the answers.
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Section 4
THE RESEARCH DOSSIER
Page 105
4.1 ABSTRACT
The way in which early attachment relationships link to adult relationships and 
behaviour is becoming a major focus for research. It has led to attachment 
theory being used to develop understanding of adult love relationships (Hazan 
& Shaver 1987) and to explore adult self concept and concept of the social 
world (Collins & Read 1990). In this study a grounded theory approach (Glaser 
& Strauss 1967) was used to explore the attachment themes of intimacy, 
dependability, abandonment anxiety, self acceptance and control with six 
women. The aim of this was to ascertain their understanding of these 
phenomena, in the context of becoming a mother for the first time. The study 
also aimed to widen understanding of the interpersonal and self-related 
experiences of becoming a first time mother, with women who subjectively 
viewed their own early mothering as inadequate. The participants' 
understanding of the factors shaping their mothering role was also explored; as 
too were the factors contributing to the participants providing more adequate 
mothering for their child The theoretical and clinical policy implications that arise 
from the data analysis were identified and discussed.
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TITLE: EXPLORING THE INTERPERSONAL AND SELF-RELATED
EXPERIENCES OF FIRST TIME MOTHERS WHO SUBJECTIVELY 
VIEW THEIR OWN EARLY MOTHERING AS INADEQUATE.
4.2 CHAPTER ONE -  INTRODUCTION. RESEARCH AIMS AND REVIEW OF 
THE LITERATURE
INTRODUCTION TO THE RESEARCH
Mothering is central both to a woman’s self perception and the perceptions 
others have of her, independent of whether she has children (Phoenix et al 
1991). Disciplines as diverse as social and psychoanalytic psychology, 
sociology, midwifery and social anthropology have explored mothering in depth 
and play a role in the creation of the constructs which surround mothering.
The links between the early attachment relationship of a mother and daughter 
and the interpersonal and self-related issues associated with the daughter’s first 
time mothering experience is an important area of research. This is because it 
is essential for those who work with mothers to be more aware of a woman’s 
needs at this time, as there is then a greater likelihood of any problems 
associated with mothering being identified and treated earlier on. Appropriately 
aimed interventions can hopefully then lead to significant improvements within 
the mother child relationship (Fonagy & Target 1998).
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RESEARCH AIMS
More specifically, I was interested in exploring the following research questions 
with first time mothers who subjectively viewed their own early mothering as 
inadequate:
1) How did women understand for themselves the attachment themes of 
intimacy, dependability, abandonment anxiety, control and self acceptance?
2) What were the interpersonal experiences as first time mothers particularly 
focusing on the women’s relational experiences around intimacy, 
dependability and anxiety about abandonment?
3) What were the experiences of concept of self for these women at this time 
particularly focusing on control and self acceptance?
4) What connections if any did the women see between their own mothering 
and their earlier mothering experiences?
5) How did they understand the impact of these connections?
6) What other factors did the women see as influencing their mothering?
7) What factors influenced the women to provide more adequate mothering for 
their child?
INTRODUCTION TO THE LITERATURE REVIEW
A qualitative research approach was chosen to address these questions and a 
grounded theory methodology was used to guide the analysis. Consequently 
this immediately raised the issue of how best to conduct a literature review. One 
possible option was to collect and analyse data from the participants before 
reading the relevant literature. One could argue that this would then minimise 
the potential for preconceived notions biasing the data analysis. Another option 
was to do some initial reading around the research area to help in forming the 
research questions. Once the data had been analysed this could then guide 
further reading, depending on the findings that were emerging from the 
analysis.
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For the purposes of this research I chose the latter two-stage process to 
conduct the literature review. The reason for this choice was because I took the 
view that research cannot realistically proceed from a pure “inductive” analysis 
of data. Rather there is a researcher perspective that exists (Charmaz 1995) 
which “includes substantive interests that guide questions to be asked and a 
psychological stance that provides a store of sensitising concepts”. With this 
research, I was starting with an interest in the connections between the early 
attachment relationship between mother and daughter and the quality of later 
adult relationships of the daughter. Therefore while I was also interested in 
pursuing other topics that participants defined as crucial, I felt I needed to read 
some of the attachment literature initially in order to focus my research 
questions and develop my interview schedule.
The research questions being considered guided my choice of which topics to 
include and exclude in the literature review. My interest and thus the focus of 
the research questions were on the mother rather than the child’s perspective. 
Consequently, the choice of literature I reviewed reflected this. Hence, I chose 
to include literature on pregnancy, the child birth experience and the 
relationship between mother and child that largely illustrated the mother’s 
perspective.
I was aware that I was excluding from my literature review such areas as the 
literature on how parental style influences a child’s social-emotional functioning 
(Haskett et al 1996). Although this could have facilitated an interesting and 
fruitful line of enquiry, I made the decision to limit the review in this way 
because of the focus of the research questions and my areas of interest.
The literature review will be followed by a description of the methodology and 
research design. The results will then be presented and will include a mixture of 
participant’s verbatim material combined with interpretation of the text. This will
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allow the reader to interrogate the interpretations of the researcher and the way 
in which the concepts have been linked. In a separate section the discussion 
will focus on implications of the results as well as a critique of the research 
process.
RELATIONSHIP BETWEEN MOTHER AND CHILD 
Attachment theory
Attachment theory is a central focus for this research. It is concerned with the 
bond that develops between a child and his/her caretaker and the 
consequences this has for the child's emerging self concept and developing 
view of the social world. Bowlby's theory (1973, 1980, 1988) which was the first 
formal statement of attachment theory is an evolutionary ethological approach 
(Ainsworth et al 1978). According to this view infant attachment behaviours are 
controlled by a distinct goal-corrected behavioural system which has a "set 
goal" of maintaining proximity to a nurturing adult and a biological function of 
promoting the child's security and survival (Bowlby 1988).
More recently attachment researchers have suggested that the "set goal" of the 
attachment system is not simply physical proximity but more broadly to maintain 
"felt security" (Bretherton 1985). Initially, Bowlby (1973) claimed that there was 
a biological need to develop a selective attachment with just one person usually 
the mother (monotropy). The quality of this relationship was thought to differ 
from all other relationships. However Rutter (1995) states that although there 
are definite hierarchies in selective attachments, it is now thought usual for 
most children to develop these attachments with a small number of people who 
are closely involved in child care.
An important addition to attachment theory was made by Ainsworth et al (1978) 
who explored individual differences in attachment relationships. From
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observations of infants and caretakers, three distinct patterns or styles of 
attachment were identified; i) secure in which the infant uses the attachment 
figure as a secure base from which to explore, responding positively to reunions 
after brief separations and returning rapidly to exploration; ii) avoid- ant/anxious 
insecure in which infants appear less anxious about separation, may not seek 
proximity with the parent following separation and may not prefer the parent 
over a stranger; iii) resistant/anxious insecure in which infants show limited 
exploration and play, tend to be highly distressed by separation, and have great 
difficulty in settling afterwards. The caregiver’s presence or attempts at 
comforting fail to reassure.
What factors influence the child’s attachment style? Attachment theory 
suggests that a secure infant’s behaviour is based on the experience of well 
co-ordinated, sensitive interactions where the caregiver is rarely over arousing 
and is able to re-stabilise the child’s disorganising emotional responses. 
Therefore these emotions remain relatively organised in stressful situations. 
Negative emotions feel less threatening and can be experienced as meaningful 
and communicative (Sroufe 1996 cited in Fonagy & Target 1998). Insecurely 
attached children are presumed to have had experiences where the caregiver 
reacted to the child’s distress in an insensitive fashion and where stabilisation of 
emotional responses failed to occur. Negative emotions are consequently felt to 
be threatening by the child (Sroufe 1996 cited in Fonagy & Target 1998).
Main et al (1985) suggest that the individual differences in attachment styles 
among infants can be viewed as differences in the mental representation of the 
self in relation to attachment figures and the secure versus various types of 
insecure attachment organisations can best be understood as terms referring to 
particular types of “internal working models” of relationships; models that direct 
not only feelings and behaviour but also attention, memory and cognition.
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Early experiences of flexible access to feelings are regarded as formative by 
attachment theorists. The autonomous sense of self emerges fully from secure 
parent-infant relationships (Fonagy et al 1995). The parent’s capacity to 
observe the child’s mind facilitates the child’s understanding of minds through 
the mediation of secure attachment. A reflective caregiver thus facilitates the 
development of mentalisation in the child. It is thought that a secure attachment 
relationship provides a congenial context for the child to explore the mind of the 
caregiver and in this way to learn about minds. The increased control of the 
secure child permits him to move towards the ownership of inner experience 
and towards understanding self and others as intentional beings whose 
behaviours are organised by mental states, thoughts, feelings, beliefs and 
desires (Fonagy et al 1995).
Longitudinal studies on attachment
Bowlby's attachment theory (1973, 1980, 1988) is also a model of social and 
personality development. Through continued interaction a child develops 
internal "working models" containing beliefs and expectations about whether the 
caretaker is someone who is caring and responsive and also whether the self is 
worthy of care and attention. These working models are then carried forward 
into new relationships where they guide expectations, perceptions and 
behaviour of self and others (Bowlby 1988). Thus working models provide a 
mechanism for cross age continuity in attachment style and are of particular 
importance in understanding the role that early relationships have in 
determining adult relationships. This is consistent with more general theories of 
personality that view social, emotional and personality development as 
inextricably linked to early social relations (Sroufe & Fleeson 1986).
The stability of attachment across time is demonstrated by longitudinal studies 
of infants assessed with the Strange Situation and followed up in adolescence 
or young adulthood with the Adult Attachment Interview (AAI) (George et al
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1996 unpublished manuscript cited in Fonagy & Target 1998). The AAI scoring 
system (Main & Goldwyn 1994 unpublished manuscript cited in Fonagy & 
Target 1998) classifies adult individuals into secure/autonomous, 
insecure/dismissing, insecure/preoccupied or unresolved with respect to loss or 
trauma. These categories are based on the structural qualities of narratives of 
early experiences. While secure individuals value attachment relationships and 
regard them as formative, insecure individuals are poor at integrating memories 
of experience with the meaning of that experience. Unresolved individuals give 
indications of significant disorganisation in their attachment relationship 
representation in semantic or syntactic confusions in their narratives concerning 
childhood trauma or a recent loss. The results of these studies do need to be 
viewed with some caution. For instance. It is important to note that the Adult 
Attachment Interview gathers data which may be biased by retrospective recall. 
Two major longitudinal studies (Flamilton 1994, Waters et al 1995 both cited in 
Fonagy & Target 1998) have also shown a 68 -  75 % correspondence between 
attachment classification in infancy and classification in adults. This suggests 
the influence of factors other than early relationships in mediating adult 
classification of attachment, for example contextual factors and social support.
Nevertheless, empirical support for the stability of attachment is being provided 
by a growing body of longitudinal research. This is finding attachment style to 
be both an important predictor of childhood social behaviour through the early 
elementary school years (Bretherton 1985) and of social functioning well 
beyond the childhood years (Hazan & Shaver 1987; Collins & Read 1990).
Attachment relationships can play a key role in the trans-generational 
transmission of deprivation (Fonagy et al 1995). Secure adults are 3 or 4 times 
more likely to have children who are securely attached to them (Van Ijzendoorn 
1995). This is true even when parental attachment is assessed before the birth 
of the child (Benoit & Parker 1994; Fonagy et al 1991). Parental attachment 
patterns predict variance in addition to temperament measures or contextual
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factors, such as life events, social support and psychopathology (Steele, Steele 
& Fonagy in preparation cited in Fonagy & Target 1998).
Flow is such transgenerational transmission mediated? Adult parents’ 
mentalising capacities were examined as a factor in predicting infant security 
and it was found that, reflectiveness ratings made before the child’s birth 
powerfully predicted the child’s attachment security in the second year of life. 
Both fathers and mothers who rated high in this capacity were 3 or 4 times 
more likely to have secure children than parents whose reflective capacity were 
poor (Fonagy et al 1991). It was also found in a further study that a parent from 
a deprived background could acquire a capacity to think productively about 
his/her experiences and that if this occurred then he/she was far more likely to 
have children who were securely attached ie the cycle of disadvantage was 
interrupted. Not only are parents high in reflective capacity more likely to 
promote secure attachment in the child particularly if their own childhood 
experiences were stressful, but also secure attachment may be a key precursor 
of robust reflective capacity developing in the child (Fonagy et al 1995).
Conversely, there is accumulating evidence that maltreatment impairs the 
child’s reflective capacities and sense of self. Schneider-Rosen and Cicchetti 
(1984) noted that abused toddlers showed less positive affect on recognising 
themselves in the mirror than controls. Another study of maltreated five to eight 
year olds found specific deficits in tasks requiring mentalisation (Fonagy & 
Target 1996). These results suggest that maltreatment where the child feels 
treated as an uncared for physical object, may cause children to withdraw from 
the mental world. So potentially, such children may grow towards adulthood 
with an impaired capacity to reflect upon their life experiences and thus achieve 
an integrated inner world.
More broadly. Main et al (1985) have made strong claims about the ways in 
which a person’s attachment relationship with parents in early childhood
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influences adult relationships in later life. Similarly, Hazan and Shaver (1987) 
found that adult attachment style was related to reports of early parent-child 
relationships. Secure adults reported their parents to have been more respectful 
and more accepting than insecure adults. Adult attachment style was also 
related to beliefs about oneself and about social relationships. For instance 
insecure adults had more self doubts and felt misunderstood by others whereas 
secure adults felt well liked and believed others to be generally well intentioned 
towards them. These outcomes need to be viewed with some caution since the 
data for this study was gathered through retrospective recall and the 
participants were all self selected.
Collins & Read (1990) also found significant associations between earlier 
attachment relationships with parents and certain dimensional themes which 
can be said to characterise adult attachment styles. These themes include the 
degree of comfort with intimacy and closeness, a belief in the dependability and 
availability of others and the degree of anxiety about abandonment by others.
So participants who perceived their relationship with their parents as warm and 
not rejecting were more likely to feel they could depend on others and less likely 
to be anxious about being abandoned or unloved. In addition, participants who 
remembered their mother as warm and responsive were more comfortable with 
closeness and intimacy. Ambivalent/inconsistent mothering was more likely to 
be associated with participants feeling they could not depend on others. It was 
also more likely to be associated with anxiety about being abandoned. Further 
correlations were found between participants' perceptions of their earlier 
attachment relationships to their parents and internal adult working models of 
self and other as measured by self acceptance, a sense of agency and a belief 
in people's trustworthiness. Overall, those with a more secure adult attachment 
style perceived their parents to have been warm and not rejecting, whereas 
those with an insecure adult attachment style reported their parents to have 
been cold or inconsistent. Thus, in line with predictions made from attachment 
theory, memories of relationships with parents were related to participants’
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feelings about security in adulthood. Again however these results need to be 
cautiously received as the participants were self selected and some of the data 
was retrospectively recalled. Also the researchers relied on existing 
psychological scales that they subjectively assumed would measure aspects of 
an individual’s internal model of self and the social world.
Collins & Read (1990) and Hazan & Shaver (1987) have used early attachment 
relationships as a context for exploring adult self concept and love choices. For 
myself, exploring how a woman’s early relationship with her mother might be 
linked with adult attachment behaviour in the context of becoming a first time 
mother is an important area of enquiry, hence this study.
Psvchodvnamic theory
Traditional analytic or dynamic schools have considered mothering to be an 
instinctual drive and a normal part of a woman's identity. Women in transition to 
the status of mother are thought to reach a new stage of ego development. 
Psychological difficulties at this time would tend to be seen as evidence of a 
woman's poor adjustment to the adult female identity (Birns & Ben-Ner1988).
These difficulties can be triggered through the close contact of caring for the 
infant as this can activate painful memories of the mother's own parenting. She 
may feel an intense grief and deprivation postnatally as she relives her own 
infancy in that of her son or daughter. A mother whose own experience of being 
mothered was limited or disturbed may actually envy her baby the mothering 
he/she receives, thus inhibiting her own ability to mother generously. Rapheal- 
Leff (1991) suggests that if the mother carries around “an internal image of a 
hated, denigrated mother”, she will be unable to identify with her and mothering 
then becomes a competitive experience of rivalry and one-up-womanship. If 
she has defensively glorified her internal experience of her neglectful mother
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she herself will become overanxious and a non-ideal mother by comparison. 
This can undermine the woman’s mothering abilities.
It is therefore suggested that it is only by a woman resolving, repairing and 
reintegrating these earlier parenting experiences that she can draw on 
memories of loving and helpful moments rather than mistakes, losses and sad 
times. In this way she can release her own parenting abilities. If she can 
achieve such integration her relationship with her child need not be affected.
It has also been hypothesised that a primary psychological task of any mother 
post birth is to give up her fantasies about both her imagined infant and her 
imagined childbirth experience and to integrate them with reality. Previously, it 
was suggested that these perceptions and expectations may have been 
coloured by her own mother’s attitude towards her. If the mother's fantasies are 
particularly discrepant from reality, the psychological integration of the birth 
experience and the reality of her newborn child may be especially prolonged 
and problematic and may interfere with the development of the mothering 
relationship (Peterson & Mehl 1978).
Interestingly, Rapheal-Leff’s idea (1991) of a woman carrying around an 
“internal image of a hated and denigrated mother” is similar to attachment 
theory’s concept of an individual developing internal working models of self and 
the social world. These are shaped by his/her early attachment relationships 
and facilitate continuity of relationship style.
Social psychology and feminist theories
Social psychological, sociological and feminist accounts tend to see both the 
desire for an infant and the knowledge of caring for one's baby as socially 
constructed and learnt rather than innate (Phoenix et al 1991). Prince & Adams 
(1987) suggest that part of the role of mothering one's infant involves living up
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to the expectations of society as manifested through relatives, neighbours, 
newspapers and television. Most women become progressively aware as they 
grow older of these requirements of them and indeed internalise them as self 
expectations. At the same time there is a cultural trend now towards 
emphasising personal fulfilment and individual choice since women have 
achieved a greater equality. It is now no longer as mandatory for women to 
follow the dictates of a particular parenting ideology. They have greater choice 
in how they mother their infant, basing their choices on personal perceptions 
and expectations more than ever before.
Feminist theories have also had an impact on the research in this area 
Feminist Standpoint Research (FSR). Griffin (1995) emphasises the importance 
of women’s personal experiences and highlights the difficulty in conducting any 
form of investigative process which does not involve a degree of power 
differential between researcher and researched. FSR seeks to address this 
power imbalance through encouraging the notion of the researcher being 
accountable to the research participants regarding data collection and 
dissemination. It argues that the researcher’s personal/private realm is also 
political and has an impact on the research process. FSR also adopts a 
reflexive perspective on research incorporating the notion that all research can 
be seen as part of a process which validates knowledge and reflects the 
concerns of dominant social groups (Flill Collins 1990 cited in Griffin 1995). 
Overall FSR provides a critique of the positivist emphasis on the scientific 
method in research. It has endeavoured to produce research which addresses 
these concerns. This influence is central to this research and will be returned to 
in a later section.
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PREGNANCY
Pregnancy has been described as a "normal transitional crisis" (Rapheal-Leff 
1980). Some degree of emotional dis-equilibrium is said to be common to 
pregnant women across cultures and generations (Rapheal-Leff 1980). Some 
of the most common difficulties across the different stages of pregnancy were 
highlighted by Arizmendi and Affonso (1987) and relate to a woman's 
experience of a changing self, body image and her expectations of others.
The findings from this study however need to be viewed in the light of the 
research being cross sectional in design rather than longitudinal.
That women reflect more upon their own experiences of being parented during 
pregnancy has been proposed from a psychodynamic perspective (Rapheal- 
Leff 1980). These early memories may contain unresolved ambivalent aspects 
of the woman's early relationship with her parents, an over-idealisation or 
denigration of mothering or conflicts over feminine identity.
Expectations of child birth during pregnancy play an important role in shaping 
the mothering experiences of women. Beaton & Gupton (1990) found that 
during pregnancy, women typically use this time to prepare themselves for their 
labour and develop a set of expectations about the forthcoming event. These 
findings however need to be viewed in the context of the small sample size 
used (n = 11). Green et al (1990) found that overall satisfaction in the labour 
experience was influenced by women's expectations. High expectations were 
not found to adversely affect satisfaction although low expectations often were. 
So for example, expectations of being in control, (both self control and in control 
of what was done to them by others) were positively associated both with 
achieving that aim and with higher satisfaction with childbirth. It should be borne 
in mind that it is enormously difficult to evaluate the psychological construct of 
satisfaction. However, the above findings are supported by other research.
Lowe (1991) suggests that confidence in the ability to cope with labour may be
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viewed as a woman's self efficacy expectancy for the experience of labour and 
pain.
There appears to be a number of factors which may shape these expectations. 
Mackey (1990) found in her study that 95% of a cohort of 61 women reported 
that information and education about labour pre-birth was generally helpful. This 
is because it decreased fear and increased their expectation of managing 
labour well. It must be remembered however that these findings were based on 
self-report and there was no control group.
A little researched area is the role of previous trauma/maltreatment in 
influencing a woman's expectations of and the actual childbirth experience. It is 
possible according to the research literature on trauma/maltreatment that early 
trauma can predispose someone to have certain expectations which can lead to 
them being vulnerable to experiencing trauma in later life, particularly where 
there are similarities between the two experiences (Kitzinger 1992). This could 
be because earlier trauma has primed expectancies of similar distress in later 
situations resembling the earlier trauma event. Thus earlier negative 
experiences, for example, childhood maltreatment by one’s mother may play a 
part in shaping a woman's expectations of childbirth being a positive or negative 
experience. More generally, one’s own parenting may shape a pregnant 
woman’s perceptions and expectations of her coming baby. Linking this to 
attachment theory, these early experiences may become internalised in working 
models of the self and the social world, which shape how one might relate to 
and parent a child in adulthood.
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CHILDBIRTH 
Social context
The social context within which women give birth is also important in shaping 
self expectations of this event. In MacKey's study (1990) of American women, 
they felt that society provided them with a definition of appropriate behaviour for 
the labouring woman. Not only should the labouring woman not yell, scream or 
thrash about but should also use her breathing and relaxation techniques as 
taught in antenatal classes. The idea that self concept is formed through social 
experience, social norms and cultural patterns has been stated by Mead (1934 
cited in Hayes 1994). It is suggested that dimensions of social interaction 
become internalised into models and are used as standards for evaluating 
individual behaviour. This has great similarity to attachment theory, in that the 
same mechanism of an internal working model is used to explain how 
information from the social world shapes behaviour and self concept.
Personality strength
Readiness to become jittery, agitated and preoccupied with frightening images 
in response to a threat, is related to a number of personality variables that have 
been summarised as low ego strength by Janis (1982). Little is known of the 
effect of personality strength in the experience of childbearing, but theoretically 
it could be expected to be a positive factor in mediating the experience. She 
argues that a strong ego represents the successfully functional maturation of 
the mind in the individual's relationship to the environment and presumes an 
overall effectiveness of functioning. Thus personality strength can be perceived 
as a resource in dealing successfully with any given situation and should act to 
increase the competency of the self in that situation. Lederman (1984 cited in 
Wuitchik 1990) has proposed a highly specific anxiety trait in some mothers that 
is manifested during pregnancy and which may reflect a broader based anxiety
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trait associated with catastrophic thinking. The influence of personality attributes 
on mothering is an important but little researched area. In relation to attachment 
theory it is possible that adult personality strength is linked to the type of 
attachment relationships an individual had in childhood and the type of 
experiences he/she therefore had around ability to master adversity and ask for 
support. This continuity between childhood and adulthood may be mediated by 
internal working models of self and the social world as described in attachment 
theory ( Bowlby 1973, 1980, 1988). This is an interesting area and central to 
this research.
The issue of control
Control as a concept has been much written about in relation to areas as 
diverse as childbirth and an individual’s concept of self. Control has many 
different roots and meanings. It is most commonly encountered in the self 
psychology literature in the idea of locus of control (Rotter 1966), that is whether 
a person perceives what is happening to her as being within her own control or 
in the hands of external forces. This dimension of control is closely linked to self 
efficacy (Bandura 1977) where the focus is on the individual's assessment of 
his/her ability to perform a given behaviour for example, “I will be able to relax 
during labour”.
With childbirth, women report consistently that having a positive experience, is 
linked with feeling in control of their behaviour and their circumstances, that is 
with what is happening to them (Simkin 1991). McKay (1991) found that 
women’s idea of feeling in control was linked to having a labour which they 
managed well, that is deciding on what behaviours and actions to exhibit 
beforehand and being able to follow through on that decision. Conversely, a 
less positive childbirth experience was linked to feeling out of control of their 
behaviour and circumstances (Simkin 1992). These findings should be 
considered with some caution as much of the research data was gathered
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retrospectively. Green et al (1990) found that being in control was not simply a 
function of the difficulties of labour. Some women experienced major 
interventions and had long labours but were still able to feel in control whereas 
some women without these problems did not. Green et al (1990) interpret this 
as meaning that other factors are likely to contribute to whether a woman feels 
herself to be in control during labour. As has been stated before, one factor 
could be their self efficacy expectations of being in control at the time.
Halldorsdottir & Karlsdottir (1996) also suggest that when information is flowing 
freely from the attendants during labour, women are empowered and able to 
participate more fully in making choices. Kirkham (1992 cited in Halldorsdottir & 
Karlsdottir 1996) concludes that keeping women well informed, interpreting 
sensations experienced and explaining labour's progress affect a woman’s self 
efficacy at this time and how positively they view their birth experience. This 
issue of self efficacy in mothering is an interesting area and central to this 
research.
It may also be that the perception of how a woman thinks another sees her is 
an important factor which mediates a sense of control at this time. This is a 
fascinating area and crucial to this study. Halldorsdottir & Karlsdottir (1996) 
found that a woman’s sense of feeling in control during childbirth is linked to her 
perception of her relationship with the medical attendants during this time. A 
perceived lack of caring from the midwives, can in turn influence the perception 
of herself as someone unworthy of being cared for and of the birth as an 
extremely long and terrible ordeal. This can influence feelings of being out of 
control. Conversely, a woman’s experience of being emotionally supported and 
encouraged to persist by attendants, are important factors in influencing a 
positive perception of the self, a sense of control at this time and satisfaction 
with the birth experience. The results of this study are however drawn from a 
small sample (n = 14) who were recruited from two areas of Iceland only. As 
such these findings must be viewed cautiously.
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4.3 CHAPTER TWO - QUALITATIVE METHODOLOGY 
Methodology
Stenner & Brown (1998) state that within psychological research, there has to 
be space for systematic reflection on the social and historical complexities now 
recognised to be relevant both to the issues psychologists address and to the 
structure of the discipline itself. Incorporating a historical and philosophical 
dimension to our work is not a tolerated indulgence, but a means of furthering 
psychology in the ongoing reconfigurations of scientific and professional 
boundaries. Otherwise, an a-historical and un reflective psychology is doomed to 
repeat the mistakes of the past or endlessly to reinvent the wheel.
Historically, academic psychology has attached considerable importance to 
implementing a particular model of research that is believed to underpin 
progress in the natural sciences and which tends to be known as the “scientific 
method”. The methodological principles and practices are prescribed as ways of 
ensuring that accurate discoveries are made about the empirical world. This 
model of scientific practice with its epistemological position being rooted in 
empiricism is conventionally known as the “quantitative research paradigm”.
The “qualitative research paradigm” rests on the adoption of a rather different 
epistemological position ie constructivism. The research tends to involve the 
more open-ended and detailed analysis of verbal, written or visual material 
which have not been converted into points on the numerical scale. Expressions 
of epistemological constructivism differ in the light of the intellectual tradition 
from which they are drawn. However, broadly the suggestion is that meanings - 
including lay and scientific knowledge of the world-do not merely reflect the 
world as it exists but are produced or constructed by persons and within 
cultural, social and historical relationships (Henwood and Nicolson 1995).
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Qualitative data gathering has always been a part of the methodological 
repertoire of psychology. However, it has tended to be seen merely as an 
adjunct or pilot phase, to the main task of quantitative data gathering and 
analysis. In recent times, psychology has begun to become more 
accommodating to qualitative approaches and methods. This is especially the 
case in contexts which explicitly link psychological theory with social issues and 
professional practice (for example, social health and community psychology) 
(Henwood & Nicolson 1995).
Henwood & Pidgeon (1995) highlight one of the most long-standing debates in 
the human sciences. This concerns the relative merits of quantitative and 
qualitative approaches and their methods. Two main strands to the debate have 
been identified. The first is a technical issue whereby the choice between 
qualitative and quantitative methods is primarily one of deciding which approach 
is most suited to the research question or problem at hand. The second is 
driven by epistemological issues involving fundamental questions regarding the 
nature and practice of science and the generation and legitimisation of 
knowledge. Here, qualitative and quantitative approaches are seen as 
distinctive and possibly incommensurable, research paradigms.
However, Henwood & Nicolson (1995) state that accepting the value of the 
notion of quantitative and qualitative paradigms should not be taken to imply 
that there is a one to one relationship with the quantity-quality distinction and 
the empiricism / constructivism epistemological divide. Researchers often 
argue for a principled mixture of quantitative and qualitative methods (Silverman 
1993). My own personal viewpoint from a technical perspective is that 
depending on the problem in hand, either an empirical, constructivist or a 
combination of both approaches may be appropriate. However, from an 
epistemological perspective, I particularly value the emphasis placed on 
individual’s meaning as well as the transparency and realistic claims for 
generalisability of the qualitative paradigm. I therefore feel most comfortable
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working within this paradigm. Therefore, for both technical and epistemological 
reasons I chose a qualitative research methodology for this study.
Reasons for using grounded theory in this research
Generating theory that is “grounded” in interviews, observations or textual 
material is one important principle of qualitative research. This principle is often 
associated with the specific methodological approach first suggested by Glaser 
& Strauss (1967) which they termed “grounded theory”. Henwood & Pidgeon 
(1995) state that the issue of grounding involves not just appreciation of a 
particular method but also raises epistemological questions. These have to do 
with the intrinsic relationship between subjectivity and objectivity in research. In 
turn, they are part of a wider and highly productive debate about human inquiry 
and the social construction of scientific knowledge.
Grounded theory was chosen as the most appropriate approach for this 
research for a number of important reasons. Charmaz (1995) states that 
grounded theory methods are suitable for studying individual processes, 
interpersonal relations and the reciprocal effects between individuals and larger 
social processes. Given that several of the research questions were the study of 
interpersonal and individual processes, this suggested a good fit between this 
particular qualitative methodology and the research aims.
The approach of grounded theory is also suitable for use with any form of 
unstructured material, including interview transcripts of participants’ accounts, 
such as was produced in this study. This approach seemed particularly 
appropriate because the project aimed to capture the meaning of a woman’s 
experience from the individual woman’s own viewpoint not to measure the 
frequency of a particular event or response. The study was developed within a 
phenomenological perspective in that it was concerned with the individual’s 
particular account of reality rather than an objective reality itself and the
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particular account of concern was the woman’s rather than the investigator’s. 
Thus while recognising the inevitable presence and influence of the researcher 
in the project it was necessary to use methods which as far as possible 
facilitated the woman providing her own story rather than being overly 
influenced by the researcher’s preconceptions. Henwood & Pidgeon (1992) 
state that grounded theory shows a great concern for meaning “verstehen” and 
that within human sciences research there is a need to be sensitive to people’s 
own understandings as seen from their local frames of reference or from inside 
their own socially situated phenomenal worlds.
Grounded theory is also particularly useful when there is a desire to move away 
from an over reliance on theory testing and verification towards the potential 
systematic generation of new theory. Minimally, this is necessary where theory 
is non-existent (for example, a new domain of enquiry) or where new theories 
are needed for old paradigms that have run their course (Henwood & Pidgeon 
1992). More generally, Turpin et al (1997) state that with respect to the 
development of psychological theory, qualitative research may: a) provide a 
basis on which theory is generated; b) be adopted as a tool to explain 
frameworks and c) be used in conjunction with more quantitative methods to 
help confirm or challenge already existing theoretical frameworks and 
explanations. This last point is most relevant to this research.
A basic proposal of the work of Glaser & Strauss (1967) is that researchers 
should engage in the close inspection and analysis of such qualitative material, 
both generating emergent theory, and extending this if possible through further, 
theoretically driven sampling. The activity requires a special openness and 
flexibility upon the part of the researcher. There are several useful strategies 
that have been developed for handling of the data (indexing, coding, sampling) 
and these are being refined constantly with increasingly sophisticated data 
handling strategies being incorporated into the approach. Thus another value of 
using grounded theory is to legitimatise alternative and progressive scientific
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practice. By demonstrating that rigour is not solely restricted to verification in 
science, it helps to undermine the false dichotomy between “soft” qualitative 
and “hard” quantitative research.
However, a fundamental problem arises when Glaser & Strauss’ original 
account of grounded theory is considered in detail. Henwood & Pidgeon (1992) 
state that theory cannot simply “emerge” from data, because all observation is 
pre-interpreted in terms set by existing concepts and theory. So if theory cannot 
simply emerge from data the philosophical issue here is “what grounds 
grounded theory”? This criticism has prompted some important revisions of the 
grounded theory approach. For this reason, Charmaz (1995) explicitly 
advocates a constructivist version of grounded theory whereby qualitative 
researchers must have a perspective from which they seek actively to build their 
analysis but without merely “applying” it to new data, problems and contexts. 
This has been referred to as a “flip-flop" between data and interpretations 
(Henwood & Pidgeon 1992).
Researcher perspective includes substantive interests which guide the 
questions asked, a philosophical stance or school of thought which provides a 
store of sensitising concepts, and one’s personal experiences, priorities and 
values. In acknowledgement of this issue, my own personal perspective and 
interest regarding this area will be outlined later on in this section. This 
constructivist revisioning of grounded theory is made more complete by 
acknowledging the multiple dimensions of subjectivity which ground knowledge 
claims in science. While the interplay of various forms of subjectivity and 
interpretation is a major issue in qualitative research, it is a feature of all forms 
of scientific practice.
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The use of the semi-structured interview within a grounded theory 
approach
In this research I used a semi-structured interview approach as it seemed the 
best way of achieving the research aims and was a “good fit” with the research 
paradigm being adopted. Smith (1995) states that researchers in general, use 
semi-structured interviews in order to gain a detailed picture of a respondent’s 
beliefs about, or perceptions or accounts of, a particular topic. The method 
gives the researcher and respondent much more flexibility than the more 
conventional structured interview, questionnaire or survey. The researcher is 
able to follow up particularly interesting avenues that emerge in the interview 
and the respondent is able to give a fuller picture. Then by employing a 
qualitative analysis an attempt is made to capture the richness of the themes 
emerging from the respondents’ talk rather than reduce the responses to 
quantitative categories. While there is no automatic link between semi­
structured interviewing and qualitative analysis and it would, for example, be 
possible to do a statistical analysis of the frequency of certain responses in an 
interview, this would be to waste the opportunities provided by the detail of the 
verbatim interview data. Therefore, Smith (1995) suggests a natural fit between 
semi-structured interviewing and qualitative analysis.
One can adopt a range of theoretical positions when one is conducting an 
interview study. Smith (1995) outlines the possible positions one can take. 
Broadly speaking, one may at one extreme, believe that one is uncovering a 
factual record and a person’s responses could be independently verified for 
their accuracy. At the other extreme, one may assume that a person’s 
responses form part of a locally organised interaction structure. The participant 
is answering in this way in order to perform certain functions, for example, 
appearing to be a good interviewee, or using expressions in order to convince 
the interviewer that he/she, the respondent is an expert on the topic. It may in
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the most extreme case, have no relation to the world outside (the factual 
record) or the world within (beliefs, attitudes).
In this study I am adopting a middle position. So what respondents say does 
have some significance and “reality” for them beyond the bounds of this 
particular occasion, that it is part of their ongoing “self story” and represents a 
manifestation of their psychological world. It is this psychological world that I am 
interested in exploring. The talk also has some relationship to the world outside 
and will therefore be affected by the interview context and status of the 
researcher in relation to the researched (Giorgi 1995). This middle position can 
be described as adopting a phenomenological perspective which I have already 
stated a preference for.
This phenomenological perspective therefore means that I as the investigator 
will have a set of questions on an interview schedule but the interview will be 
guided by the schedule rather than be dictated by it. So there is: i) an attempt to 
establish rapport with the respondent ii) an order to the questions but it is less 
important than with a structured interview iii) the interviewer is freer to probe 
interesting questions that arise than with a structured interview iv) the interview 
can follow the respondent’s interests and concerns.
Thus I hoped to enter through this approach the psychological and social world 
of the respondent. The respondent shares more closely in the direction the 
interview takes and he or she can introduce an issue that I the investigator have 
not thought of. In this relationship, I perceive the participant as the expert on the 
subject who should therefore be allowed maximum opportunity to tell her own 
story. On the cost side for using semi-structured interviewing in this research, I 
am aware that this form of interviewing reduced the control that I had over the 
interview situation, took longer to carry out and was harder to analyse than a 
structured interview approach.
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The “goodness” and transferability of qualitative research
Henwood and Pidgeon (1992) make the point that the question of ascertaining 
the “goodness” and transferability of qualitative research is a difficult one. The 
criteria of reliability, validity and generalisability have traditionally influenced the 
way psychological research has been judged and stem from a search for 
objectivity and a belief that inquiry can be replicated. It could be suggested that 
if the positivist framework is not being adhered to in research then these criteria 
are redundant. So for example, if replication is problematic these are 
inappropriate criteria to use for evaluating qualitative research. Silverman 
(1993) however argues that the traditional quantitative issues of reliability and 
validity need to be dealt with in qualitative research.
Silverman (1993) provides a definition of validity as “truth: interpreted as the 
extent to which an account accurately represents the social phenomena to 
which it refers”. He suggests that a way to judge knowledge claims in terms of 
their truth is to be convinced by the plausibility and credibility of the evidence.
He suggests two ways to do this involving: i) triangulation whereby findings 
obtained from both qualitative and quantitative techniques are used to check 
each other on the basis that they are likely to involve different sorts of threat to 
validity ii) respondent validation whereby the researcher’s interpretations should 
be subsequently recognised and agreed to by participants in the study.
Henwood & Pidgeon (1992) however highlight the problem of holding up a 
mirror to reality no matter how well grounded an account is. There is also the 
part relations of discourse and power play in constituting both researcher’s and 
participants’ understanding. Thus claims for ’’goodness” (validity) in qualitative 
research cannot be based solely, or in any simple way upon appeals to the 
correspondence between accounts.
Henwood & Pidgeon (1992) argue that it is wholly inappropriate to assess 
interpretative qualitative research by the standard canons of quantitative
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research. Rather radical alternative criteria to that of reliability and validity 
concepts must be sought that are sensitive to both the epistemology and 
methodology of qualitative research. These include the availability of an “audit 
trail” so that another person can later check the process of theory generation 
and interpretation; the use of various checks to over interpretation such as 
negative case analysis; considerations surrounding the potential transferability 
of the findings of research from the original context of inquiry to other settings 
and the extent to which researcher reflexivity is built into the process. Henwood 
& Pidgeon (1992) also suggest judging qualitative research for its usefulness. 
Two considerations are especially important for this: i) generativity - to what 
extent does the research facilitate issues and questions for further study ii) 
rhetorical power -  how effective is the research in persuading others to accept 
the presented argument.
Griffin (1995) distinguishes between “weak” and “strong” objectivity. Weak 
objectivity in science occurs when the multiple layers of subjectivity and 
interpretation (such as researcher perspective) are over-written or obscured, as 
is the case in traditional accounts of scientific practice. In moving towards 
strong objectivity, the researcher makes public the full interpretative processes 
of knowledge production. Thus research that genuinely seeks to reveal (rather 
than to obscure) the social bases for knowledge does have some claim to 
generate more adequate knowledge.
To maximise the “goodness” of this research, I have utilised: i) a transparent 
approach to the process of analysis by leaving an “audit trail” ie externalising 
the analysis and processes of interpretation in the form of ongoing written 
category descriptions and theoretical memos ii) built into the research process 
reflections on the researcher's own perspective, values and interests (reflexivity) 
which are bought to bear on the research process iii) argued for the usefulness 
of the research in terms of it's generativity and rhetorical power iv) considered
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the issues surrounding the potential transferability of these findings to other 
settings.
Ultimately, the approaches forjudging the “goodness” of qualitative research is 
still evolving with no agreement among the community of qualitative 
researchers as to the best strategies to use. As befits a constructivist 
perspective, the strategies used here should be seen as guidance for good 
“scholarship” in qualitative research rather than as ultimate arbitrators of the 
“truth” (Henwood & Pidgeon 1992).
Personal viewpoint
I decided to explore this particular area of research from a general interest both 
in women’s health and in the growing body of attachment literature which links 
early problematic attachment relationships with later difficulties in both adult 
relationships and self concept. My first contact with the literature on attachment 
began about 15 years ago during my undergraduate degree when I chose for 
my research topic to explore the bonding process between mother and child. I 
also had contact with the woman's health literature later on through my choice 
of research topic for my MSc which focused on eating distress, body image and 
locus of control issues. In my clinical work I have continued to develop my 
interest in women's health issues through a specialist interest in 
trauma/maltreatment including childhood trauma.
My reasons for choosing a research topic in the area of women's health is 
therefore largely influenced by these factors. That the particular focus is on first 
time mothering is due largely to the current place I occupy in my own life 
history, that is a 36 year old woman in a settled relationship, who as time is 
passing increasingly has to face the question of whether to change her childfree 
status. Correspondingly, I come into contact, given my age, with many woman 
with children and so have heard anecdotally many narratives about the
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experience of first time mothering. This all helped to create a desire within me 
to systematically explore this unique life event with a small cohort of women and 
so develop a greater sense of sharing in and understanding of this 
phenomenon.
Personal investigative skills
My own training and experience in interviewing has been mostly within a clinical 
as opposed to a research capacity where one has a research question(s) in 
mind that guides the interactive process. However, with my first research 
experience as an undergraduate, this afforded the opportunity to develop my 
interviewing skills in a research capacity. This was supplemented by 11/2 years 
of working as a commercial market researcher. The rest of my experience as an 
interviewer has developed in the context of 8 years of practising as a clinical 
psychologist.
To further develop my interviewing skills I made contact with three researchers 
who have all conducted qualitative interviews to speak about the interview 
process. I also watched videos capturing the interview process, did a “mock” 
interview with an experienced qualitative researcher and read the relevant 
literature about qualitative interviewing (Breakwell 1995).
Through this process and my previous experience I believe I had sufficient 
interviewing skills to successfully establish a good working rapport with 
participants thus enabling them to open up and speak in often moving detail 
about their experiences of first time mothering. My objective in conducting the 
interviews was to adopt a person centred approach and allow participants to 
define the key research concepts for themselves. Every attempt was made not 
to bias the participants through my own statements or by asking leading 
questions.
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Ethical considerations
Ethical issues were a high priority in the formulation of the research design. 
Such considerations are fundamental to both a quantitative and qualitative 
research approach. A fundamental issue is the definition of a research problem 
as well as the choice of methods and nature of the analysis which represent 
inherently subjective as well as ethical decisions on the part of the researcher. 
This is in line with the underlying philosophy of qualitative research that all 
research is in fact influenced by the personal and political sympathies of the 
researcher (Griffin 1995).
A strength of qualitative research is considered to be its flexibility. This allows 
for the researcher to explore paths not considered at the project’s inception as 
the data analysis unfolds. However this flexibility can create ethical problems 
when attempting to predict a study’s significance. It is a necessary part of any 
review of a research proposal which seeks to protect human participants, that a 
calculation of the risk benefit ratio is made of the research. However, given the 
flexibility of the qualitative research process an accurate risk benefit ratio can be 
hard to achieve prespectively.
Finally there are ethical considerations related to the participant/researcher 
relationship which include the power differential in the subject/researcher 
interaction and the fact that the data collection process in qualitative research is 
in fact an intervention.
A research design that respected the participants was considered fundamental 
in addressing the ethical dilemmas outlined above. Women therefore had 
access to concise, clear information sheets outlining the nature of the research, 
the procedures involved in participating and the time involved. In this way it was 
hoped to encourage informed consent as much as possible by the participants. 
Confidentiality was emphasised at the outset as was the possibility of
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withdrawing from the research at any point in the process. None of the 
participants had had any previous clinical contact with the researcher. This was 
to ensure that should a woman prefer not to participate that she should feel free 
to make that choice without fearing any repercussions in her support network 
(Archbold 1982).
Semi-structured interviews which were participant rather than researcher led 
meant that the women had more control over the direction of the inquiry. In 
clinical work it is generally accepted that individuals need to be in control of the 
pacing of any work on earlier painful memories. I consider this principle to be as 
relevant to research as it is to therapy, and so this was reflected in my choice of 
interview style. Interviews were located within a person-centred framework and 
were followed by a debrief (Coyle & Wright 1996) to ensure that any distress 
from the material women were bringing to the meeting could be dealt with.
Tape recordings were made of all the interviews in line with Smith (1995) who 
states that he would never consider doing this sort of interviewing without taping 
it because of what is lost if an audio record is not made. The consent of all 
participants was explicitly sought for this and it was stated that the tape recorder 
could be switched off at any time throughout the interview. To respect 
confidentiality, I was the only person who had access to the interview tapes.
It was possible that participants would become aware of connections or new 
memories about their past which could cause distress. This is in line with the 
view that the interview process is in itself an intervention which can have 
unforseen consequences. It was also possible that women who lacked or 
needed support may have seen research participation as a means of gaining a 
supportive relationship. Thus I stated at the outset of the research the remit of 
my role, that is as researcher rather than supporter but undertook to explore 
the options for support with any woman who felt in need of this post interview 
or at any time afterwards. As far as possible I also recruited women who
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already had access to support either from their health visitor or from a non 
statutory agency like MAMA or NCT.
Ethical considerations continued to be a priority during the dissemination stage 
of the research. One can argue that the purpose of research is to seek answers 
to questions and share the answers with others. Publication of results is 
therefore an essential step in the research process and an obligation on the 
part of all researchers. However, access to data must be given in a way that 
safeguards confidentiality and minimises the risks to participants. All 
participants were therefore told at the outset that the research results would be 
written up for a doctoral thesis with the potential later for a publication. To 
guarantee confidentiality all the names of the individuals involved were 
changed.
Page 137
4.4 CHAPTER THREE - RESEARCH DESIGN AND PROCESS 
Participants
Ethical approval to conduct this research was gained from The United Bristol 
Healthcare Trust (UBHT) Medical Ethics Committee (Appendix i, page 207). 
Information about the research (Appendix iii, page 211) and the criteria for 
participating in the research (Appendix v, page 215) was sent to the Health 
Visitors’ department in the UBHT. Similar information was sent to non-statutory 
agencies like the National Childcare Trust (NCT), Homestart, Mothers for 
Mothers and MAMA. All these agencies had contact with mothers who might 
meet the criteria for participation in the research. Responses were initially slow 
and so I followed up this initial written contact by meeting with two Health 
Visitors’ managers. I also established contact with the non-statutory agencies 
by telephone and by visiting some of the local mother and babies’ groups to talk 
about the research. Contact with four women was made in this way. A further 
two women were contacted through placing an advertisement in both the Bristol 
and Bath NCT newsletter (Appendix vii, page 219).
With all the suitable women who initially approached me, I briefly explained the 
background and aims of the research, gave them the participant information to 
read (Appendix ii, page 208) and asked them to contact me if they were still 
interested in participating. In this way I hoped to give women every opportunity 
to feel able to refuse to take part if this was their decision. A further four women 
to the six I recruited, contacted me expressing an interest in the research. 
However, as they did not fit the participant profile it was not possible to include 
them in the study. This recruitment process took about six months.
The six women I interviewed were all white, British and were aged from 26-31. 
All participants had achieved a minimum of “O” Level qualifications and three
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had degrees. All participants had one child, with ages ranging from 3-19 
months. The babies were all relatively healthy. The women were in stable 
heterosexual relationships with the biological fathers of the children. There was 
at least one wage earner in each household providing a steady income. All 
participants lived in their own home. At the time of the interviews none of the 
women were diagnosed as suffering from a clinical disorder although some of 
the women had experienced depression in the past. None of the women had 
experienced a puerperal psychosis. All the women were in contact with either 
MAMA or NCT with most regularly attending mother and toddler groups. There 
were no other statutory or non-statutory agencies involved apart from the health 
visitor at the time of the interview. Two of the women had previously been in 
private therapy, which again had ended by the time of the interview. All the 
women perceived their relationship with their biological mothers as having been 
difficult or inadequate in some way when they were children. (Appendix vi page 
216 for brief individual profiles of the participants).
The Interview
Each participant was interviewed once for a total of about 2 hours. The 
interview setting was individually negotiated with each participant. All the 
women chose to meet me in their own homes. At the beginning of each 
interview I attempted to establish a rapport and reiterated issues around 
confidentiality, tape recording and consent. Women were asked to sign consent 
forms pertaining to participation in the research (Appendix iv, page 214) and to 
being tape recorded (Appendix viii, page 220).
I then asked the participants to read 3 different descriptions of parenting styles: 
cold/rejecting, warm/responsive and ambivalent/inconsistent (Appendix x-xii, 
page 226-228). These descriptions were developed by Hazan & Shaver (1986 
unpublished questionnaire cited in Collins & Read 1990) as part of a care-giving 
style questionnaire. This questionnaire was used by Collins & Read (1990) in
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researching the links between attachment history and adult attachment style. 
They found evidence for a relationship between adult attachment style and 
attachment history as assessed by these parenting descriptions in over one 
hundred individuals. This suggests that these descriptions are a useful 
screening tool for assessing attachment history. However the data on 
attachment history was gathered retrospectively in their research and so some 
caution has to be applied when considering these findings.
Each participant was then asked to rate using a visual analogue scale (VAS) 
(Miller & Ferris 1993) how much she agreed with each parental style being an 
accurate description of her own mothering. The VAS is a technique used to 
measure subjective phenomena. It is a self reporting device consisting of a line 
of predetermined length that separates extreme boundaries of the phenomena 
being measured. Miller & Ferris (1993) state the usefulness of the technique in 
primary care research projects. A 10 cms line was used for this research. At 
one end of the scale (0 cms) the anchor point was no agreement. At the other 
end of the scale (10 cms) the anchor point was complete agreement.
In the first section of the interview (Appendix ix, page 221), each participant 
was asked to define the following concepts: control, self acceptance, intimacy, 
dependability and abandonment fears. After each concept was defined the 
participant was asked to explore this concept in relation to her experiences of 
becoming a mother from pregnancy through to childbirth and parenting a child 
for the first time. In the second section of the interview each participant was 
asked to describe her own earlier mothering in relation to these concepts. The 
final section asked each participant for her perspective of the potential links 
between her own earlier mothering and how she was choosing to mother her 
baby. The interview was participant led, although I would prompt or ask for 
clarification around certain areas when they were raised by the participant. As 
would be expected the degree of my input varied with each participant. Before 
the beginning and after the end of each interview I asked the women if they
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wanted to ask any questions or make any reflections about the interview 
process.
Transcription
I listened to each interview on the tape recorder twice and made initial notes on 
themes or ideas as they arose. The interviews were then typed up verbatim into 
a transcript by myself. This resulted in an abundance of data with an average of 
45 double lined A4 pages for each participant. I listened at least once to each 
interview with the transcript to ensure they were verbatim.
Data Analysis
Grounded theory was used as the method of data analysis (Glaser and Strauss 
1967; Henwood and Pigeon 1995). From the first listening of each interview I 
began to note themes and begin a preliminary categorisation (or “open coding”) 
of the data (see appendix xiv, page 230 for examples of open coding of data). 
As Gharmaz (1995) states, open coding is the initial step taken in coding data in 
grounded theory research. Coding is the pivotal link between collecting data 
and developing an emergent theory to explain the data. The phase of coding 
leads directly to developing theoretical categories. Initial coding is done by 
examining each line of data and defining the actions or events that are 
occurring in it or are represented by it. This initial coding line by line, helps to 
begin the process of taking an analytic stance towards the data. It also keeps 
the researcher close to the data, through having to study it to arrive at codes. 
Gharmaz (1995) further points out that through line by line coding the 
researcher builds the analysis from the ground up without taking off on 
theoretical flights of fancy. This minimises the risk of imputing motives, fears or 
unresolved personal issues to the collected data.
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Familiarity with the transcripts was therefore crucial to conducting this analysis. I 
listened to the audio tape of each interview twice and read each transcript at 
least three times. To bring myself closer to each participant’s narrative I also 
kept process notes about my personal reactions and reflections on the 
participants and the transcripts. Memo keeping also continued throughout the 
research process (Gharmaz 1995). Theoretical links and comments as well as 
my own personal process were kept in a research journal and were used to 
enrich the analysis. This allowed me to monitor my changing relationship with 
and understanding of the data.
Coding
Once all the six transcripts were ’’open coded” this resulted in 1003 initial 
codings. These codings were substantially reduced several times through 
constant checking across codes to find those with similar themes. This led to 
nine themes (or subcategories) becoming highlighted. Each subcategory 
included transcript data from all six participants.
Gonsideration of the causes, consequences and specific context of each theme 
was used to shift the analysis from a descriptive to a conceptual level (Gharmaz 
1995). At this point the number of sub-categories changed and were reordered 
into core categories. Gore categories are intended to reflect all of the sub­
categories and to provide a succinct and clear representation of the sampled 
data. As far as possible “in vivo” codes, that is codes which utilised the 
participant’s own words helped to keep my analysis close to the data (Gharmaz 
1995). I arrived at the core categories by detailed examination of each sub­
category and consideration of the ways in which sub-categories linked and 
interconnected. I also experimented with diagrammatic representations of the 
themes. These diagrams were kept as memos and continually worked upon 
until I arrived at the final configuration. An example of how an initial open coding 
arrived at its own place in the conceptual map is illustrated by the following
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example. One participant stated that "...you have to examine how you want to 
express yourself. I have to really make a conscious effort to express my love for 
John and I have to think about my relationships a lot more...I have to put a lot 
of emotional time and effort at working at a relationship”. Initially this statement 
was “open coded” as having to think about how to express her love for others. 
This was categorised along with other participants’ comments as ’’Relating to 
others”. The final core category reflecting this statement was “Changing 
patterns of relating”.
It is important to acknowledge that the core categories arose from my 
interaction with the participants and with the data (Henwood and Pidgeon 1995) 
rather than emerging spontaneously from the data as seems to be implied by 
Glaser and Strauss (1967). Revisiting memos and discussing the research 
ideas with colleagues were crucial at the latter stages of the analysis and 
influenced the arrangement of the core categories in the final conceptual map.
“Goodness” of the research
I was able to ascertain the “goodness” of my coding and data analysis through a 
colleague “open coding” samples of the different transcripts while remaining 
unaware of the results of my own analysis. This showed a direct relation 
between the themes she drew from the coding exercise and the sub-categories 
which featured in my own analysis.
Personal Process and Reflexivity
Both the research interviews and data analysis were emotionally demanding. 
Establishing an identity as a “qualitative researcher” was a challenge due to my 
greater familiarity with talking to women about such issues in a clinical capacity. 
Within interviews and reading the transcripts I was aware that I had sometimes 
lapsed into “therapist” rather than “researcher” mode. At the time this seemed
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appropriate, such as when participants were visibly distressed by talking about 
their experiences. At such times I found discussions with colleagues invaluable 
with regard to my identity as a researcher and my relationship with participants.
Immersion in the research data is an essential part of the qualitative 
methodology. This was demanding both emotionally and intellectually due to 
the complex nature of the interview material. The process of researching the 
subject of mothering influenced my personal life in various ways. For instance I 
dreamed that I had a baby but had lost her. The panic and sadness of this 
dream was still with me when I awoke. I had reactions to the participants’ 
narratives which varied from feelings of sadness and anger to admiration for 
the women’s courage and determination. Increasingly I felt the whole research 
process was akin to giving birth, particularly during the data analysis phase. 
Initially there was a vague outline of a grounded theory emerging but ill defined 
and unformed. However through a deepening preoccupation with the data over 
time the theory grew in clarity and definition. Finally through my writing up of the 
research I “gave birth” to a theory grounded in the participants’ experiences.
In a process note I commented on my sense of being “taken over” by the 
research and a huge sense of responsibility to the participants involved to 
accurately reflect the participants’ narratives in the emerging theory. This 
interestingly seemed to mirror many of the women’s own feelings about 
becoming a mother. Reflection on this blurring of the participant-researcher 
boundary in the context of this enquiry led to my consideration of the blurring of 
boundaries between self and other in pregnancy. This immersion in the 
research topic seems to reflect the experience of other qualitative researchers. 
Lather (1991) quotes one of her doctoral students who, during the analysis of 
data, said “I became totally engulfed and immersed in the entries...the stories 
were so compelling”.
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4.5 CHAPTER FOUR - RESULTS
Introduction
The results of the research are taken from ratings the women made about the 
parental styles of their own mothers and from their spoken narratives. With the 
narratives, the results are presented in four main sections. Each of these refers 
to a “core category” which is a phenomenon central to all of the research 
interviews. Each core category is made up of a number of related sub­
categories which include data from all six participants. Each participant has data 
(quotations) in over half of the sub categories of any given core category.
The titles of the core and sub-categories as far as possible reflect the language 
used by the research participants. Choosing to utilise this vocabulary, rather 
than the language of academic and clinical psychology, emphasises my 
intention to ground the research results in the participants’ narratives, rather 
than solely in my interpretation of their experiences. However I have used 
psychological terminology when I have thought that it would most effectively 
communicate the content of the women’s experiences.
As is usual for this method of research, quotations from the women’s transcripts 
will be used to illustrate the sub-categories as I think both the clinical 
significance and emotional impact of the data is best conveyed by the women’s 
own words. Having access to the raw data also enables the reader to critique 
the researcher’s interpretations. Quotations are verbatim and will appear with 
quotation marks. Where quotes are discontinuous this will be indicated by ... 
Where quotes are taken from different places in the narratives this will be 
indicated by a slash /. Square brackets [] Indicate that I have added to the text 
to increase its clarity.
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Conceptual maps or diagrams of each core category provide an overview of the 
category’s content. Each sub-category title is framed within an oval border. To 
illustrate where participants made connections between sub-categories, I have 
drawn dotted lines between sub-categories. The chapter will close with a 
discussion and diagrammatic representation of the inter-connections across all 
of the categories.
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RATINGS OF PARENTAL STYLE CHARACTERISING EARLY MOTHERING 
RELATIONSHIP
The results of the women’s ratings were as follows:-
1. The average amount of agreement that a warm/responsive parental style 
characterised their early mothering was .85 cms on a 10 cm visual analogue 
scale. 0 cms represented no agreement and 10 cms represented complete 
agreement.
2. The average amount of agreement that a cold/rejecting parental style 
characterised their early mothering was 4.7 cms on a 10 cm visual analogue 
scale.
3. The average amount of agreement that an ambivalent/inconsistent parental 
style characterised their early mothering was 6.15 cms on a 10 cm visual 
analogue scale. With this parental style, all the women except one rated 
their level of agreement individually as > 7.3 cms. With the woman who 
rated her level of agreement as 5.1 cms, she instead gave the higher rating 
of 8 cms to the cold/rejecting parental style.
The above results therefore support these women perceiving their early 
mothering as either more ambivalent/inconsistent or cold/rejecting than 
warm/responsive (See appendix xiii, page 229 for individual ratings)
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CORE CATEGORY ONE -  UNDERSTANDING OF ADULT ATTACHMENT 
THEMES
All of the participants I interviewed understood the adult attachment themes 
being explored in ways that were at times different from the attachment 
literature. This difference in constructed meaning seemed to be shaped in part 
by the earlier experiences the women had been exposed to. This suggests a 
complex and uniquely individual interaction between the participants and their 
life experiences which underpin their understanding of these themes.
Understanding intimacy
In the adult attachment literature, intimacy is associated both with an 
individual’s desire for closeness to another and with that individual’s response 
to closeness (Collins and Read 1990). For four of the women intimacy was 
indeed associated with closeness; “ the intimacy with your partner is 
closeness/being personar (Caroline) and this could be expressed in many 
forms; “/ can kiss him [her son] all over and nobody else can type of thing/hugs 
and kisses and cuddles we have togethe/' (Vicky), “a look across a crowded 
room” (Hannah), “its being able to be truly who I am with others and the same 
for them with me” (Grace).
However for two participants intimacy and closeness was not associated; “/ only 
have an intimate relationship with [my husband]. I don’t have an intimate 
relationship although I have a very close relationship with other people” (Ann). 
The participants who separated intimacy from closeness perceived intimacy as 
having a sexual element; “Intimacy...has a sexual element to it ...I only have an 
intimate relationship with [my husband] “ (Ann), “...if we are talking word 
association I think of sexual intimacy. That’s what comes to mind immediately’ 
(Belinda).
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There were other perceptions of intimacy which were different from the 
literature and suggest a far more complex and multifaceted phenomenon than 
that reflected in the attachment literature. One participant understood intimacy 
as time; ..Games only he [my son] and I play...1 suppose intimacy is time 
really-if I wanted to define it- time whichever way, that’s about it really”
(Belinda). One participant saw intimacy as taking different forms depending on 
the person involved; “you have different kinds of intimacy. You have an intimacy 
with your own living partner, then an intimacy with your parents. And they are 
different because the intimacy with your parents is guarded while the intimacy 
with your partner is closeness. Then again its different with [my daughter]’ 
(Caroline). Intimacy was also understood as a changing state; “something you 
have to be careful you don’t lose once you have a baby” and as “a wonderful 
feeling” (Hannah).
Understanding dependability
In the attachment literature dependability is associated with trusting in another’s 
availability to be there and responsive when needed (Collins and Read 1990). 
For these women there was some overlap with this perspective; “reliable-hard 
to find other words” (Grace), “well I suppose its either me being able to depend, 
knowing I can depend on other people” (Ann). However for four of the women 
their understanding of dependability was more complex than the literature 
suggests. They specifically described it in terms of being depended on by 
another which in the literature is associated more with intimacy and closeness; 
“Well in motherhood it’s got to be I am her number one person. There’s only me 
and this little thing is totally and utterly dependent on me” (Hannah). One 
woman mentioned dependability as being about worry; “a draining thing...you 
feel as if you worry the whole time about whether you are doing the right thing, 
the whole time, which is a symptom of somebody depending on you” (Belinda).
Page 149
Understanding abandonment anxiety
In the attachment literature, abandonment anxiety is understood as linked to the 
degree of confidence someone has that another person will continue to be 
loving and caring or a fear of another not wanting to stay (Collins and Read 
1990). For all of the women there was considerable overlap with this; “How I 
associate that is just someone upping and going" (Caroline) and “being left 
a/one" (Vicky). Two women as in the literature also understood the concept 
very much in terms of how it affected them emotionally; “...being on my own 
and helpless...” (Grace), .. when I am alone physically, I feel very alone 
emotionally...I tend to go a little bit off the rails reallÿ’ (Belinda).
Understanding control
Collins and Read (1990) have related control to adult attachment style, defining 
it in much the same way as the self psychology literature (Rotter 1966, Bandura 
1977). This is the degree to which a person perceives what is happening to her 
as being within her own control or in the hands of external forces; also the 
individual’s assessment of his/her ability to perform a given behaviour. Collins 
and Read (1990) however also relate control to a system which mediates “felt 
security”.
For these women, control was understood in a wide variety of ways which 
sometimes had little association with the above perspective. Similarly to the 
literature, control was about “being happy and changing your life if you are n o t/ 
[it’s what] directs where you get to in life" (Hannah), “being in charge of my 
emotions and the b a b / (Vicky) and “feeling safe and knowing what I am 
capable of doing and not doing” (Grace). However control for one woman was 
understood in terms of her relationship with her mother; “control freak’ (Ann) 
and by other women in terms of how it could be achieved “...making little
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cfec/s/ons...” and “...through love and fairness" (Belinda) and “...the way you 
keep your house clean" (Caroline).
Understanding self acceptance
Self acceptance is another concept related to adult attachment style by Collins 
and Read (1990). They associate it with a perception of how much one has 
achieved and one’s degree of satisfaction with oneself. With the women, there 
was an overlap with this; “accepting my own feelings and how I react to other 
people and situations" (Caroline) and “...loving and being comfortable with 
yourself’ (Hannah). Furthering Collins & Read’s (1990) description of this 
concept, acceptance of self is also associated in attachment terms with how 
one thinks another is perceiving him/her (Fonagy & Target 1998). This is an 
important aspect of this research and will be returned to in a later section.
Influence of earlier experiences on understanding attachment themes
Many of the women’s narratives illustrated at times how their understanding of 
these concepts differed from the literature and how these individual 
constructions were influenced by their earlier experiences. Some women 
spontaneously linked their understanding with their relationship with their 
mother; “...abandonment is leaving something behind, the most precious thing. 
How could she [my mother] leave the most precious thing behind [her]" 
(Hannah) and “well my mother comes to mind when I think of control, control 
freak ...she always has been ever since I can remembeT’ (Ann). Other early 
attachment relationships also influenced the women’s understanding of these 
concepts; 7 find it very difficult to talk about intimacy. I had some quite difficult 
experiences with my grandfather and my father [as a child]... I cant talk about 
intimacy without it conjuring up some bad memories/1 don’t really know what it 
means...I am confused by if ’ (Belinda).
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CORE CATEGORY TWO -  RELATING TO OTHERS 
Experiencing closeness
The women’s experiences of closeness with another highlighted the subtle 
complexities of this phenomenon influenced as it was by circumstances, time 
and the individual involved. All the women described enjoying a close 
relationship with at least one other individual in their life, often the woman’s 
partner. With all the women varying degrees of closeness to their child was also 
felt and enjoyed; “/ actually feel more love for [my daughter] than for anyone 
else in my life” (Ann), “having a special relationship with the baby inside you, 
because you feel i f  (Vicky) and “it’s definitely going to be more intimate breast 
feeding the baby. It’s lovely. I really feel like I know her and we do bond” 
(Hannah).
The women’s response to close contact with their child was described by most 
of the women as changing and growing better and stronger over time; “you are 
supposed to know instinctively...[how to mother]...I thought I would]ust know 
but it comes with time. I am only just now getting to know her needs" (Hannah), 
“now its completely different because she is her own little being. I would hope 
that we are close noW’ (Caroline), 7 am learning to love her. It wasn’t an instant 
love either. Its been this kind of growing thing” (Ann). The degree of closeness 
in the women’s other relationships was also influenced by time and life events; 
“...I moved in with him [my partner] ...and this made us more close and loving 
than we had already been. We had a beautiful harmonious relationship 
throughout the pregnancy” (Grace), “We [husband and participant] knew each 
other before but having [our daughter] really brought us closer together” 
(Caroline). This growing closeness was perceived positively and welcomed by 
the women.
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Conversely, two of the women whose partners were normally loving towards 
them changed during the latter stages of pregnancy. This reduction was 
experienced as distressing by the women; “It’s kind of gone through swings and 
roundabouts reaiiy, some of it [the pregnancy] i have feit very dose to him and 
intimate and other times i feit very alone" (Ann). The degree of closeness 
towards another that the women felt was also influenced by who the individual 
was. For one woman who felt close to her partner “as far as it goes I had 
nothing like that with the medics and I also find it difficult to think about with 
friends" (Belinda).
Depending on timing, the other individual involved and circumstances, all of the 
women also experienced significant and varying difficulties in dealing with 
closeness. This was notable within many of the women’s current relationships 
with their mothers; 7 think she craves intimacy with me and I with her but I don’t 
know how to do it’’ (Grace), “my mother-in-law is too intimate, completely 
intrusive and controlling...and [then there is] my own mother who is distant and 
always has been" (Belinda). For one woman, it was very difficult to tolerate any 
lessening of closeness in her relationships; “The worst thing you can do to me 
is send me to Coventry and not speak to me" and “the only time my husband 
and I don’t get on is when he is away and I am missing him. Then I really shout 
at him on the phone" (Hannah).
Many of the women seemed to relate to others in various complex ways 
influenced by their desire for and response to closeness. These interactional 
patterns also varied within each woman, depending on the other individual 
involved and the circumstances at the time of the interaction. There was a great 
deal of “sweeping feelings under the carpet’ particularly in the relationship with 
the woman’s mother; “I didn’t speak to [my mother] about it. I didn’t want to 
actually. I didn’t want to mess up the relationship that we had managed to make 
today’’ (Ann), “I suppose [at one point] I was building a kind of relationship with 
[my mother] but we never talked about anything real. I did my duty and visited
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her. I suppose I don’t know if it was a conscious decision but I thought why drag 
up the pasf (Hannah), “I couldn’t express my feelings about what was going on 
in my life during the pregnancy; she was so faraway from me...emotionally...’’ 
(Caroline). With other relationships, “the midwife wasn’t very sympathetic about 
the emotional side. I felt like a wreck ...nothing was done about it. Every time 
she came in I didn’t hardly speak to her. I didn’t want to deal with it really’’ 
(Vicky).
While sweeping feelings under the carpet protected one woman in her view 
from becoming “maudlin’’ (Hannah), for the majority of women, the 
consequences for themselves and their relationships was perceived as very 
negative; Tve been in therapy ...to try and accept myself for who I am and have 
feelings about the past as well, because I was never allowed to have a feeling 
either, everything was swept under the carpef (Ann) and “I Just got on with it 
and blocked them [my feelings] off. If I had dealt with them I would have 
understood my own emotions...a lot of it was anger because I couldn’t talk to 
my mum" (Caroline). Avoiding expressing feelings also undermined the 
development of closeness to another; “I got so used to having no affection from 
my mum I guess I learned not to give any affection back. Now when I go around 
there I don’t show any affection to mum or dad so I don’t get any back’ (Vicky).
Other ways of relating included having an overdeveloped sense of responsibility 
towards others thus creating a false closeness; “when my parents split, she [my 
mother] went into depression and at a drop of a pin we would go down there 
and get her through it. We would stay weekends and help out. Then she met 
this guy and that was it...’’ (Caroline). Some of the women also strove for 
extreme closeness in their relationships with others to make up for the lack of 
closeness in the women’s relationships with their mother; 7 breast fed [my son] 
for quite a long time because I didn’t feel like I had a very strong bond with my 
mother.. .maybe Tve gone to the other extreme /  the other thing I really wanted 
to carry him around and have close body contact...when I was a baby I don’t
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feel I was cuddled enough and I was left in my cot a lot of the time" (Grace), 7 
was desperate for a normal family life, for love and affection and I married the 
first guy who showed me any love" (Vicky) and “if you have not had the 
communication of love from your own mother I think its quite difficult You go 
one way or the other. You are constantly seeking reassurance or constantly 
saying to your husband I love you. It’s always been a big thing to us to express 
our love" (Belinda).
Interestingly for this woman apart from wanting to be close to her husband, 
she went “the other way" in her relationships to avoid closeness developing; “for 
a person who doesn’t like to be on her own I somehow cultivated that really 
when I was pregnant. I did not go to parenting classes. Now I don’t go to a 
mother and toddler’s group at all. And I should get out with [my son] and I don’t 
and consequently I get quite lonelÿ’ (Belinda).
This striving for closeness within a relationship had quite negative effects at 
times. For one woman a hasty early marriage had resulted in divorce. For 
another the need to sleep with her baby in the marital bed meant that she had 
to suppress any sexual expression of her love for her husband.
Trusting and depending
Most of the women had experienced trusting and depending on another again 
influenced by who was involved, and the situation; “...he [my partner] was very 
good because I depended on him for security and understanding...I knew if 
anything went wrong [with the labour] he would be there forme and [my 
daughter]... it meant so much" (Caroline), “in the end I asked [my partner] to 
make a decision on my behalf [about pain relief]... I knew I could trust his 
decision" (Grace) and “they [the midwives] were concerned without being 
patronising. They were able to laugh...they were very responsive to [my
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partner’s] needs as well They made him cups of tea and things like that’’ 
(Belinda).
Conversely, all the women at times had problems in trusting in another's 
support, suggesting again the complexity and multifaceted nature of these 
relational themes. Not surprisingly this was often felt about the woman's own 
mother, 7 was f...fing and blinding at my mother because she couldn’t be 
bothered to come and see her new born grandchild’ (Caroline) and 7 am a bit 
of a wimp when I am ill but then having a baby and noone to look after me that 
was a really horrible feeling and my mum was just not able., .all that time I was 
ill and she didn’t even know. I do wonder if she was avoiding helping me 
through the difficult bits [of having a baby] which she has never been able to do’’ 
(Grace).
The difficulty in trusting another was also experienced in other relationships; 7 
had to do it [care for the baby]. I couldn’t let [my partner] care for her. I had to 
do things because I knew I could do them properly. I thought he was inferior in 
some way /  I felt they [the midwives] were the enemy. I didn’t see them as 
people but as midwives who could take my baby away even at that early stage’’ 
(Caroline) and “/ felt she [the midwife] didn’t want me to give birth in the water. I 
felt she engineered it so I would have to get out the water/1 wasn’t sure If 
anyone would help me...I was really scared I would faint or collapse and noone 
would care’’ (Grace).
For four of the women dependability was defined as the baby depending on 
them for survival. This was extremely difficult to tolerate and was seen as an 
“overwhelming responsibility" (Vickyj, 7 do have problems when he cries. It 
really gets to me’’ (Grace), “I felt angry. This little baby was crying and crying. 
Why was she crying? I blamed [my daughter] for it all being her fault... Once she 
was screaming and it was sensing what was going on in my mind. I hated her 
because I nearly lost my life giving birth to her. ..I nearly hit her once ’’
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(Caroline), "with the breast feeding I felt quite helpless. I wanted to curl up like 
he was doing but I was supposed to be the responsible mother and I didn’t feel 
like I could be. All that giving on a continuous basis...It brought up a lot of 
feelings of anger towards [my son] because he was hurting me with the breast 
feeding. I felt pretty out of control then. I threw him on the bed knowing he 
would land softly " (Grace). However for two of the women the “overwhelming” 
responsibility of the baby was perceived in a positive light; “It felt OK...noone 
else could do it for me., .it felt like my responsibility to the baby and to myself as 
well” (Ann) and “there’s only me and this little thing is totally and utterly 
dependent on me. I like it...” (Hannah).
The women coped with their difficulties in trusting and depending in various 
ways which further highlight the complexities of this phenomenon. Many of the 
women appeared to function in an over autonomous fashion. 7 have only ever 
depended on myself, my books and the internet. It’s [mothering] been quite an 
academic thing forme. That’s the way I have always approached things in the 
past. If I want to know something I read a book. So I did” (Belinda) and “It’s only 
If I make the moves that she [my mother] contacts me. But then I think I am my 
own person and I can look after myself (Caroline).
Other times women tried to avoid situations where they would be in a position of 
having to trust or depend on another or be disappointed by the lack of this; 7 
don’t want to keep putting on you because you have done it [babysitting] 
before. And she said I am your friend. And I said I feel more comfortable if I can 
pay because then it’s no favour. I am doing them the favouf’ (Hannah) and ”1 
only depend on myself for my own happiness. I don’t have high expectations of 
others so I am never d/sappo/n W  (Belinda). Similarly, most of the women had 
problems leaving their baby with someone else; “it’s been quite hard, quite 
difficult forme to do...I have felt very strongly about that, I have not been able 
to leave /7/n?” (Belinda). Less often some of the women overcompensated for 
their difficulties in trusting/depending by having unrealistic hopes and
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expectations about another person’s availability: 7 have loads [of expectations].
I am constantly trying to revise them because the more I find I expect the less I 
feel I get what I need sometimes” (Ann) and 7 wanted my mum to give me 
advice about what to do with [my son]. She never seems to have any advice for 
me...no wisdom she can share. I felt sad [and then] I have a feeling it turned 
into anger.. .raging fits where I would throw things round the house and shout 
and be a complete monster...” (Grace).
Being left alone
All of the women experienced a fear of or feelings of being left alone at this time 
which was difficult to tolerate. Not surprisingly this was often felt in the women's 
relationship with their mother; “/ couldn’t talk to her [during the pregnancy] 
because she lived so far away. Not]ust physically but emotionally as well.
When she went to live in Kent she said I will always phone you...But that didn’t 
last... and I just felt I had lost my mum and she didn’t want to know us anymore” 
(Caroline). This was also sometimes felt in the woman’s relationship with their 
father; “I don’t know what to say to him, you could have spent longer visiting us. 
Maybe I will but maybe when I am not so angry about it.. .because I want him 
and [my daughter] to have a relationship” (Ann) and 7 had a big fear, I have had 
it the whole time he[my father] had been in the nursing home. But it intensified 
when I became pregnant And even when I was in labour I had a dread I was 
going to get a phone call he was dead or dying” (Grace).
It was also often experienced in the relationship with the woman's partner; ”1 
didn’t want a little girl ...[pre having her]...with little girls you have to dress them 
In pretty clothes and they bomb around and say look at me. I suppose slight 
competition with me ...maybe I was worried she was going to be a daddy’s girl 
and come between the two of us” (Hannah) and "... [My partner] works very 
long hours and so we don’t see a lot of him. And I think there was a feeling then 
that I could be abandoned and feeling lonelÿ’ (Belinda).
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This feeling was also experienced around the care the women experienced 
from the health professionals; “you can feel abandoned and alone between 
antenatal visits. You can feel alone and there is a huge river and the stepping 
stones are your antenatal care and the middle is a big leap involved’ (Belinda). 
For this same woman who was lucky enough to be admitted during a quiet 
period the circumstances made all the difference to her fear of being left alone; 
“it wasn’t just the birth plan that was good about the birth. The fact that...they 
were very quiet so I had pretty much constant supervision which was good in 
some ways as I felt very secure and safe. When I wanted to go to sleep they 
were there in the background. That was just circumstances but it was very 
important to me not being left’ (Belinda).
One woman felt rejected by friends and the wider society; 7 definitely felt 
abandoned by two of my female friends who were childless...and there was 
noone I could call on because my friends weren’t really interested/another 
abandonment issue for me is society now, not allowing children into lots of 
places... the first time it happened it really hurt” (Grace).
All of the women expressed a fear of losing their child; 7 was very frightened to 
love her as much as I am capable of loving anybody, in case something 
happened to her, in case she died” (Ann) and “...that’s why I would like to have 
a daughter. If [my son] is off playing football every weekend with his dad I will 
be left on my own unless I have a daughter (Grace).
This fear of being left alone however changed in many of the relationships over 
time and with increased familiarity with the other person. With Caroline she 
initially “wonder[ed] “whether [her husband] would be there for [her] or not” 
[when she became pregnant] but several months on was much more convinced 
of his commitment to her and the child. Similarly Ann was initially frightened to
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love her baby in case she died but over time felt increasingly reassured about 
this.
The women dealt with their fear of being left in various ways. One woman 
minimised her distress by laughing at her partner’s rejection of her sexually 
during her pregnancy; “he told me you smell like my mother. Quite funny now 
when I think about it...” (Belinda). For many women feelings were swept under 
the carpet which, as has been mentioned earlier, also avoided the developing of 
closeness or intimacy but also seemed to be driven by the desire to maintain 
the relationship; 7 didn’t acknowledge my feelings to [my mother]...I didn’t want 
to mess up the relationship that we had managed to make today. Our 
relationship is better today than it ever was when I was a little girl” (Ann). One 
woman appeared to cope through striving to remain close to significant others; 
“You know the saying, a son is a son until he meets his wife and a daughter is a 
daughter for life. I want to have this wonderful relationship with her... I certainly 
won’t let distance be a problem” and 7 lost my rag with [my friend] yesterday.
We made up but I am low today. I was desperate to ring her this morning. I said 
to my husband I feel depressed. I feel like I have ruined this friendship now” 
(Hannah). Some of the women deliberately chose partners who seemed to 
counteract their concerns about being left in a positive way, that is they felt they 
could rely on their chosen partners not to leave them; “with my husband I feel 
totally secure in his love...we fall out when we are not with each other. When 
he is away I would give him hell on the phone because I missed him. I know he 
would not abandon me deep in my heart. We talked about marriage on our 
second date. Every day we say we love each other and aren’t we lucky. The 
word abandonment and [my husband] are ]ust two opposite ends of the 
spectrum” (Hannah).
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Changing patterns of relating
A central issue in most of these women's narratives seemed to be their capacity 
to make changes in their patterns of relating to certain others suggesting a shift 
from a primarily insecure adult attachment style to a more secure adult 
attachment style. This highlights how adult attachment behaviour can change 
overtime, circumstances and the individual involved. This suggests that 
attempting to assign one particular category of attachment style to any of these 
women is likely to be reductionistic and to miss the subtle complexities of 
interpersonal interactions.
“You have to really think about it. You have to examine how you want to 
express yourself. I have to really make a conscious effort to express my love for 
my son. You might be successful at a relationship but you work very hard and 
put a lot o f- I  do-l put a lot of emotional time and effort at working at a 
relationship” [changes occurred after developing an understanding of her 
relationship with her mother] (Belinda).
7 think I am getting to the point where I realise [my daughter] is mine and [my 
husband’s] responsibility. It was our choice to have a baby and I realise it’s our 
responsibility to fulfil that now. Constantly saying his family aren’t doing 
anything... just perpetuates me feeling negative.. .you know we just have to get 
on with it and I think we are doing” (Ann).
“At first I was really scared...That was the hardest step accepting that I had a 
problem [with her relationship with her mother] and I needed it sorting out. Now 
I am honest with everyone about how I feel and I am fine. I can deal with things 
a lot easier and I can accept what is going on in my life a lot easier. ..I used to 
think I was this feeble little girl/More so now I would stand up for myself’ 
(including standing up to her mother] (Caroline).
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7 don’t want to be cold and negative like her [my mother]. [My husband] and I 
have done a lot of talking and he feels the same. He doesn’t want to be like his 
father was. That helps and recognising it was wrong what she did. I want to be 
friends with my kids. I want my kids to be able o come to me with anything. I 
make sure [my son] knows he is loved. I tell him so every day" (Vicky).
7 had a loving relationship with [my partner] which was the first loving 
relationship I had had on a big level with a man...generally he Is a saint. I never 
had any doubts about him beforehand because he is so solid and reliable, I 
knew he would be reliable which is why I wanted him [his reliability would help 
her to mother her children differently from her own mother who was married to 
an unreliable husband]. I wanted to have his children. And that is how he has 
turned out to be" (Grace).
The presence or absence of “felt security”
Three of the women explicitly linked trusting in another’s ongoing availability 
with safety and security. For two of the women a lack of trust in another’s 
support felt threatening; “/ felt frightened on the ward because again loneliness. 
Although you are surrounded by people you feel very alone” (Belinda), “there 
were times when my partner was working late and I felt vulnerable...I wanted to 
be protected/it was fears of not being looked after not being safe" (Grace). 
Conversely being able to trust created feelings of security; ”my midwife was 
good. She made me feel very safe. I could ring her about anything" (Vicky).
Links between relational themes
Listening to these women’s narratives, it became very clear that there was 
considerable overlap between these attachment themes in the women’ s minds. 
Many of the women, for instance, talked about depending on others as well as
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being depended on by their baby when asked to explore the concept of 
dependability. In the attachment literature the latter is more associated with 
closeness. At other times, women talked about being left alone and loneliness 
in one sentence as if it was the same thing. In the attachment literature, 
loneliness is associated more with closeness. This mirrored my own difficulty at 
times in distinguishing between the themes for myself when coding the 
women's narratives.
Women also made links spontaneously between these concepts. For one 
woman, fear of losing her baby was very much linked to a fear of loving her; 7 
was also quite frightened to love her...as much as I am capable of loving 
someone in case she died’ (Ann). A second woman also made a link with 
closeness and being left; “not being totally loved is a form of abandonment. Not 
being touched or told I am loved is a form of abandonment’ (Vicky). Another 
woman linked closeness and depending; 7 have never been close to mum and 
she would not be the first person I would turn to at alf’ (Belinda). Being able to 
depend on another was also linked to reassurance about not being left; “my dad 
would never abandon me. He has proved himself.. .he wasn’t a huggy type of 
person...but I could go to him with anything and he would always be there for 
me” (Hannah).
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CORE CATEGORY THREE -  THE CONCEPT OF A CHANGING SELF
From the women’s narratives there were many factors that seemed to influence 
their concept of self. It was also clear that the women’s concept of self did not 
remain static but instead changed over time, situations and life experiences. 
Again this highlights the complexities of this phenomenon.
Expectations of self
All the women had high expectations of themselves to achieve either one or 
more of the following: a good/perfect pregnancy, a good/perfect labour, good or 
perfect mothering. Succeeding or failing to meet these expectations seemed to 
shape the women’s self view in terms of providing a sense of control, agency 
and self acceptance. Perceiving themselves as having met these expectations 
had a huge and beneficial impact on the women’s personal identity.
7 did give up alcohol and was totally healthy throughout the pregnancy. And it 
turned out good because I had a big healthy boy. So I was happy about that 
and thought it was the right thing to do...” (Vicky).
“It felt like I had to do it. I had to have an epidural and that was what had kept 
me going. That was what had stopped me from having sleepless nights and 
being sick with fear about the birth... I had a very very specific birth plan...1 am 
somebody who takes a lot of control in her life...the birth experience was fine” 
(Ann).
7 definitely went into this pregnancy thing thinking I would breast feed...in my 
mind I was thinking bottles are poison/at MAMA people breast feed less and I 
suppose I feel a little bit superior because I [breast feed] and I think I am doing 
the best for my child and not sticking her on formula milk' (Hannah).
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Conversely, however when women failed to meet their very high expectations of 
themselves, this had a detrimental impact on their concept of self. The failure to 
meet these expectations of self seemed related to feeling out of control of their 
situation and undermined self acceptance. “With the pregnancy I had an 
expectation that I would know exactly what was happening to me and I didn’t  I 
didn’t even know I was pregnant until I was 5 weeks on/I didn’t feel in control at 
all. I think that was the most distressing thing that I thought I would’ (Belinda).
7 felt so angry with myself when they said I would have to have an emergency 
section because I couldn’t pull her out myself/...it was an angry feeling. I was 
angry with myself for letting it [getting pregnant] happen/1 hate[d] myself 
because I wasn’t ...well enough to look after her...I had expected to do all that 
and I wasn’t able to nurture her or bond ” (Caroline).
7 had great problems because of my mood swings. I think these came on when 
the breast feeding got difficult. I Just felt disgusted with myself when I was being 
horrible and shouting. I was really ashamed of myself and had a lot of guilt 
/...before I had more control over my emotions” (Grace).
7 was completely out of control. I bought a pregnancy kit every month for two 
years. I had expected to come off the pill and conceive immediately and when I 
didn’t it was very upsetting, quite out of controf’ (Ann).
“You are supposed to know instinctively. That is definitely an expectation that 
hasn’t been met. I thought I would Just know but it comes with time.. .1 used to 
cry when I didn’t know what was wrong with her. I thought I am not doing my job 
properly because you are upset and I don’t know what is wrong with you” 
(Hannah).
Over time however many of these self expectations softened and became more 
flexible for the majority of women. Having a baby seemed to provide permission
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to treat themselves with more consideration and care. This seemed to be 
related to the child developing in a positive way. The women were able to 
attribute this to their own mothering and this seemed to reflect back to the 
women a positive sense of their own worth. The women were also able to 
handle not fulfilling their expectations of themselves more easily. This seemed 
to be due to it being more easily possible to make external attributions of 
responsibility regarding failure to meet expectations, as opposed to internalising 
the responsibility and thus the blame.
“It was a very stormy time when I was frequently more out of control than I have 
ever felt but it was liberating because it felt like I was expressing like through no 
choice of my own -  hormonally or emotionally -  it felt like I had to express the 
emotions I was feeling rather than suppressing them which was a very new 
experience forme... a sort of instinct to express things rather than let it go in on 
the baby... I had to Just try and enjoy having the permission to be stormy and 
real” (Grace).
“I looked after myself better [during the pregnancy] than I think I have ever done 
in my whole life...[before]... since she has been born its helped because she 
does look a lot like me physically so in some ways it’s helping my self esteem 
because I love her so much...because she does look like me it’s helping me 
care more for myself/it was quite relieving because there was nothing I could 
do...I think with many other things in my life I can make a difference. I think I 
can change something not even consciously sometimes. With this I knew it was 
going to carry on and she was going to arrive ” (Ann).
Achieving
The women’s concept of self was also influenced by how much they observed 
themselves to be achieving in their mothering role. This judgement was largely 
based on feedback from their child’s development and ability to relate to others.
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For many women their sense of self was enhanced by being able to make a 
positive judgement of their child’s development; “This is a definite area where I 
feel I am achieving and getting results in a way that I never felt from my career 
to date / 1 think the passing of time and [my son] turning out to be what seems 
to be a contented child; quite confident and happy, quite confident in his body. 
So having him reflect that back at me makes me feel I must be doing that 
right...it’s an important source of self esteem” (Grace).
Experiencing oneself through another
Women’s self concepts were hugely influenced by how they perceived others 
as reacting towards them. A perceived positive reaction boosted a woman’s 
concept of self; “it’s lovely to accept [gifts] and think I have done something 
rather good here" (Belinda), “if people wanted to pat [my pregnant stomach] it 
was a nice thing. You did feel special throughout your entire pregnancy” 
(Hannah) and 7 had a loving relationship with Steve which was the first loving 
relationship I had had on a big level with a man. So I felt quite good about 
myself’ (Grace). Similarly, a perceived caring reaction from another to a 
woman’s distress in turn influenced how much the woman saw herself as 
worthy of care and consideration and also helped the woman to be more 
flexible in her expectation of herself; 7 really didn’t want the epidural and the 
midwife turned around and said noone will give you a medal tomorrow when 
you say I had this baby on gas and air and it nearly killed me. Nobody will give 
you a medal. I thought she’s right. Who am I trying to prove this to that I can 
have this baby and be superwoman. I thought I will go for the epidural. That 
stuck in my mind” (Hannah).
Conversely perceived negative reactions from others had a predictably 
detrimental effect on self concept. This was particularly notable with the 
woman’s mother; “She [my mother] labels me as herprem daughter who has 
had a prem daughter...Cheers. I feel cheap like I am not her daughter and she
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doesn’t want to know or care. I feel like a freak' (Caroline), “when you get all 
that [gifts from people] and you haven’t had it from your mother you can feel like 
you are not worth it” (Belinda), . .my mother couldn’t give me any advice about 
what its like to be a mother. She couldn’t seem to remember. This affected the 
feeling of not knowing what I was doing. I thought if my mum doesn’t know what 
she is doing and she is a mum how am I supposed to know what I am doing. 
This had a deep effect and probably still does” (Grace) and 7 couldn’t depend 
on her to say you are doing really well. I couldn’t depend on her for my self 
esteem. You know some of the names she has called me have really stuck with 
me and have altered the view I have of myself as a person...” (Ann). For this 
same woman her mother’s negative view of her led her to overcompensate for 
this through pleasing others; "I’ve spent a lot of time people pleasing because I 
was told for such a long time [by my mother] I was selfish and would end up 
putting her in the local psychiatric hospitaT (An n).
For many of these women there seemed to be an immediate assumption that 
other people would react to them in a negative way which had an impact on 
personal identity as well as creating difficulties in trusting others eg the 
professionals involved in the woman’s care. At times this seemed to create a 
self fulfilling prophesy with women’s expectations:
7 know the way my body is and she [my daughter] knows the way my body is 
but sometimes I feel like I have to cover up before giving her a cuddle.. .1 worry 
people are going to think the wrong thing. You know like when she has a bump 
on the head do people think that I abuse her... if you don’t do something right 
they [the professionals] are going to take the baby away... I felt they were the 
enemy and I didn’t feel like I could talk to them at that time/1 didn’t used to get 
dressed until 1-2 “o” clock. I didn’t feel there was any need. Noone was going to 
come round and see me. i felt noone cared” (Caroline).
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7 put on a lot of weight and I didn’t like that.. .1 couldn’t wear my rings. I felt very 
embarrassed about not wearing my rings because I didn’t want to look-1 didn’t 
want to be labelled as unmarried-you /enow” (Belinda).
7 have had to negotiate a lot of my own health care. I don’t know whether that 
makes me a bit... I am quite frightened of being seen as a control freak. It 
reminds me of my mother/I find it more difficult to mother [my daughter], to be a 
good mum when there are other people around. I feel like I am being watched 
and that they are making judgements. ...on my own I feel much more natural 
and comfortable. Everything comes, my positive emotions are much more free 
flowing with he/' (Ann).
Interestingly this expectation of being negatively perceived was reflected by 
some of the women’s concerns that I as the interviewer listening to their 
narrative would view them negatively; “[Earlier on] I made it sound like [my 
father] wasn’t a huggy type person and I was anxious you might think that was 
detrimental” (Hannah).
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Understanding how own earlier mothering impacted on women’s 
experiences
From the narratives, it was very striking that for most of the women during the 
process of becoming a mother, they had/were experiencing a change in their 
personal identity from a negative to a more positive self view. A number of 
factors seem relevant in understanding this. A central factor in this changing 
concept of self came from women understanding and accepting their feelings 
and relationships in the context of their life experiences. This process was itself 
influenced by numerous interrelating factors again emphasising the complex 
nature of the self concept. For some women this understanding and 
acceptance occurred through becoming a mother for the first time; 7 feel that 
having a child has helped me accept myself more definitely. It has helped me to 
make sense of my life in a way that I had not managed to do before” (Grace),
“At the same time I think I can understand [my mother]. There are little links I 
am putting in now.. .my understanding has been helped by my being in the 
same position and how I felt with my post natal. I can understand how my mum 
felt. I have latched on to things my mum said and linked it back to then” 
(Caroline).
For some women understanding came from talking through their experiences 
with a professional and feeling listened to. This also required the women to face 
their feelings, "the hardest step” [Caroline]; “I have more confidence in myself 
and I think that has to do with my [private] therapy [before and during 
pregnancy]. I think I know more where I am coming from now/[my mother] has 
hardly figured in my life and there have been times when I have been absolutely 
distraught by that. But now I know why. It’s a combination of things- the one 
important thing is I got to realise that it was not my fault, not my problem. It’s her 
problem and that [understanding] is the start of the acceptance process. And 
you start to analyse why she’s like that. One of the reasons is she didn’t have 
much intimacy with her own mother so how could she be expected to show it to
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her own children. And another reason is I don’t think she had the tools of the 
trade. I don’t think she knew how to be a good communicator/I think it sounds a 
bit profound but once you accept your mother you are able to accept yourself a 
lot more. You accept how she is and the way she is even though you don’t like 
it. You tend to be more accepting of why you are the way you are" (Belinda).
This experience of being listened to as helping understanding was also mirrored 
within the interview process by some women commenting on how participating 
in the research had furthered their understanding of their feelings and 
relationships.
Understanding one’s relationship with one’s mother seemed an important step 
in starting an acceptance process of oneself. The process of understanding 
seemed to follow a process of women moving from an internal attribution of 
responsibility for their earlier inadequate mothering experiences to a more 
external attribution of responsibility. However for one woman who felt she 
“would never be able to understand [her mother]' she also seemed to struggle 
more than other participants in accepting her child “many times I have thought 
he is a zn/sfa/ce" and herself; 7 don’t have time to wear makeup. I am always in 
sweats and dowdy and boring. I feel ugly because I don’t have time to do what I 
used to do. Looking in the mirror is hard' (Vicky).
Linking past inadequate mothering with present mothering experiences
All of the women unanimously perceived their early mothering as inadequate; 7 
was never dependent on her for anything because she never gave me 
anything” (Belinda), “she tried to make up to us by buying us things.. .1 don’t 
know if that was her way of making up for the fact that she was never there for 
me when I was growing up” (Hannah), 7 couldn’t depend on her to say you are 
doing really well.. .1 couldn’t depend on her for my self esteem" (Ann).
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For most of the women they saw a clear link between how they were mothered 
and their own mothering -  part of the sense making. The unanimous view of 
this was it provided an example of how not to mother and an opportunity to 
learn from the mistakes their mother had made -  negative role modelling.
Having a baby seemed to provide women with the trigger to reflect on these 
experiences and make these links; “It’s as important as saying I know how I was 
mothered so I am determined to do it all over again or not to do it all over again. 
You make a conscious decision to either do what your mother did or not do 
what your mother did. I think I have gone down the not do what my mother did“ 
(Belinda) and “it’s very common people want to do the opposite of what their 
parents did although I don’t want to do necessarily the complete opposite” 
(Grace). One woman initially rejected any link between her own earlier 
mothering and how she was mothering her daughter. She felt she had been far 
more influenced by the role models provided by her much older caring sister 
and a loving foster mother. However she later qualified her comment; “there is 
nothing at all that influences me with her... other than I know I would never 
abandon /?er” (Hannah). Throughout her narrative, there were also several 
references to how she was mothering her daughter differently from the way she 
was mothered; "... / want to be there for her. My mum was never there for 
me...” and “...I am playing with her and talking to her all day. I know my mum 
never did that with me...” (Hannah).
Coming to value the links made between present mothering experiences 
and past inadequate mothering:
Participants valued the connections they made between their earlier inadequate 
mothering and their own experiences of becoming a mother in a number of 
ways. These included feeling less isolated, thinking their emotional reactions 
made sense and that this sense making created a feeling of control over their 
experiences; “[having talked through her early mothering experiences with the 
midwives and health visitors] ... now I am fine. I can deal with things a lot easier
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and I can accept what is going on in my life with my mum a lot easier. I can 
understand it a lot more. That’s what it is- understanding. I really understand my 
own feelings now more than anything else” (Caroline).
Becoming a mother being a healing experience:
Becoming a mother seemed to also allow a healing of earlier experiences, 
sometimes through a reparation of the relationship between the woman and her 
own mother; “my mother and I have become closer through [my baby] / 1 do 
belong somewhere now...I am actually the one in the middle between my mum 
and [my daughter], the one who is making the relationship between mum and 
her Just exist really. There is part of me that thinks that is quite nice really, that I 
have a place somewhere. I have found my place a little bit more with my family” 
(Ann).
The healing seemed to be also associated with the women’s attempts to use 
the past positively through providing an opposite environment for their child; “It 
has been really healing being close to [my son]. Although he is the baby and I 
am the mother it has helped to heal my baby experience...when I was a baby I 
don’t feel I was cuddled enough...It feels like it has healed it the other way 
round. It’s given me a sense of peace and relief. That’s the flipside. Babies can 
bring up all the bad things about babyhood. But it can really heal the bad stuff 
as well. And that is not something I could ever have imagined until I did it” 
(Grace).
Absence of “Felt” Security
Difficulties with self concept were also linked to an absence of “felt security” by 
several of the women. This was most obviously seen with the threat that was 
experienced from unexpected changes in body functioning and body 
boundaries during pregnancy and labour and from the invasive medical
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procedures used in labour; “Throughout my pregnancy I was very scared.. .at 
about 16 weeks I was huge” [larger than the norm] (Belinda) and “well it sounds 
quite strange but when they induced me it was like it wasn’t me. I]ust let them 
get on with it...she [the midwife] was putting her hand up me and everything and 
I didn’t really associate that with me. And I had had an epidural and that wasn’t 
really working either. Part of me was numb and part wasn’t. And it was like part 
of me was alien to myself. It was really horrible... I found I was this really 
vulnerable person, really insecure person trying to give birth” (Caroline). For 
one woman the threat to “felt security” seemed to occur due to her perception of 
how others were perceiving and treating her “like a child’ (Belinda).
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CORE CATEGORY FOUR - FACTORS THAT IMPACT ON THE MOTHERING 
PROCESS
Through listening to the narratives of the participants, it was clear that many 
factors, impacted on the process of becoming a mother. The woman’s own 
earlier mothering had a large influence but many other factors played an 
important part in shaping this new role for the women. The narratives were 
therefore negatively sampled for any links the women made between their 
mothering and other factors, excluding their own earlier mothering.
Other earlier influences
Women spoke of other influences on them in their early years both unhelpful 
and helpful. Unhelpful factors apart from a poor relationship with their mother 
were the experiences of inadequate fathering, parents divorcing, being bullied 
at school, and siblings being favoured. Helpful factors in the earlier years were 
thought to include a supportive relationship with another family member and 
good peer relationships. One of the women in particular had access to many 
helpful influences as a child in the form of several loving family relationships 
and a foster parent. This was felt to have counteracted the effects of having a 
mother who was “never there forme”. In this woman’s narrative she seemed to 
naturally have had the strongest sense of control over her life and the greatest 
self acceptance of all the participants; 7 am all those things.../loving yourseif 
and being comfortable with yourself (Hannah) as opposed to “self acceptance- 
its something that is very hard to do” (Belinda). For all the other women 
however, a stronger personal identity had/was emerging for reasons discussed 
earlier.
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The influence of biological factors
Several women at times explained their emotional state and relationship 
difficulties in terms of extreme tiredness; ‘'the constant tiredness put a big strain 
on our relationship. It’s only Just now that it’s coming through. We are getting a 
lot better as a family because he [my son] is sleeping through” (Belinda) and “It 
depends on how I am feeling. If I am tired I get grouchy with [my son] and he is 
harder to deal with. But if I am feeling up and healthy and I have had some 
sleep then I can deal with [my son] a whole lot betteh’ (Vicky).
Some women made reference to hormonal influences; “It [the pregnancy] was a 
very stormy time when I was frequently more out of control than I have ever felt 
but it was liberating because it felt like I was expressing almost like through no 
choice of my own -  hormonally or emotionally it felt like I had to express the 
emotions I was feeling rather than suppressing them” (Grace).
A few of the women also made reference to the process of giving birth as a 
factor in shaping their relationship with their child. One woman described it as 
“he/I”. Another felt “cheated” as she was unable to hold her baby post birth, 
having become unconscious due to losing blood during the labour. A third 
woman for awhile felt she hated her baby as she had nearly lost her life giving 
birth to her.
The influence of environmental factors
Two women cited environmental influences as affecting choice of sleeping 
arrangements so that the baby was still sleeping with the parents; “that was a 
big thing [tiredness] because of the state of the rooms. We are still in with him 
[aged 5 months]. We are planning to move in to our room when it is finished but 
I don’t know when that will be which has meant a lot of sleepless nights. And he 
is only now sleeping through” (Belinda).
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Social and cultural influences
Social and cultural attitudes towards mothering clearly played a part in shaping 
the expectations and attitudes of these women towards their role. "You are 
supposed to know instinctively [how to mother]. That’s definitely an expectation 
that has not been met...I don’t know if that was something that I was led to 
believe by society...” (Hannah); “we really wanted a child but we didn’t know 
when was the best time and we had lots of people telling us when the best time 
was. And other people telling us there is never a best time- you ]ust get on with 
it/there is also society as well who needs to wise up to mothers. I don’t want to 
be paid but it would be nice to have some recognition” (Belinda).
Social attitudes about mothering were also imparted through local mother and 
toddler’s groups. Women seemed to compare themselves with other women 
they met in the groups to develop a perspective of themselves in their new role. 
For instance, Hannah comparing herself to other mothers at the local MAMA 
group, felt “superioY because “at MAMA people breastfeed less...and I think I 
am doing the best I can for my child by not sticking her on formula milk”.
Another woman spoke of the support; “going to the groups [MAMA] helps and 
by talking you do realise its not]ust you” (Vicky). Most of the women also 
gained a tremendous amount of information from books about mothering which 
clearly shaped their perceptions and choices about this role as well as providing 
a sense of control; “my friend gave me the Miriam Stoppard book which became 
my bible throughout’ (Hannah); 7 wanted emotional support. And that was 
where this other book really helped me. It talked very much about the feelings 
surrounding being a mother, what it was like emotionally. I was very much 
dependent on that then” (Belinda) and “I had read about it so it was fine what 
they did [the professionals]. If you don’t read it [the birth] can be quite scary” 
(Vicky).
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Relationship with friends/family
Some of the women had been able to find other role models from their mother 
to help guide them in their own mothering role. These women were drawn from 
either close friends or family; “One of my role models is a good friend of mine 
and she has a 2 1/2 year old and I know her child and have seen what she has 
done. I guess she is my biggest inspiration on how to do things much more so 
than my mothe/’ (Grace), “with the breast feeding as well that was another guilt 
trip. I think I was trying to live up to my sister who is kind of my role model for 
this. I knew she had breast fed until 9 months all three of her children ” 
(Hannah),
Relationship with the professionals
The accessibility and attitude of the women’s attendants as well as their 
willingness to provide information influenced women’s experiences as first time 
mothers; “with the health visitor any worry and I used to pick up the phone and 
phone her up. But you know it was only her saying you know I am always there 
and you can always ring if you have any worries at all. Having her say that was 
such a relief when I was going through my bad patch. It was such a relief to 
know I could Just pick up the phone and ask. It helped me to use the service 
rather than keeping it to one side and thinking they don’t need i f  (Caroline), 
“Brilliant really good. I couldn’t fault the midwives. They were three of them 
looking afferme in the end [at the birth]. They were always telling me. I didn’t 
have to pump them for information” (Hannah), The midwives [during the birth]
-  concerned without being patronising/ up on the ward...the midwives were Just 
totally crazy -  a different bunch of people. They were very matriarchal telling 
you what to do. I was being treated like a child.. .1 felt a bit frightened on the 
ward...” (Belinda). Women’s choice of how to feed the baby was largely 
influenced by the professionals; “Because they tell you that breast milk is good 
for them it makes you feel really good. They drum it into your head.. ./guilt -
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total guilt [when I decided to give up breast feeding]...they [the professionals] 
are so vigilant about it... ” (Vicky).
Relationship with partner
The choice of partner women made also impacted on their experiences of 
becoming a mother. Most of the women seemed to have chosen partners who 
could be loving and supportive of them. They particularly valued support of their 
desire to mother their child differently from how they were mothered, feeling this 
extra encouragement was helpful in achieving this aim; “[my husband] and I 
have done a lot of talking and he is the same. He doesn’t want to be like his 
father either so that helps” (Vicky). Often it was the woman’s partner who 
encouraged her to speak out when distressed; “At one time I got really guarded 
against [my husband]. I really wanted to get close but I couldn’t because of the 
way I was feeling. Eventually, we talked about it at his instigation” (Caroline) 
and “we [my husband and I] had many fights. But we talk through it mostly. 
That’s longwinded, tiring and exhausting but necessary in the end. Although it is 
difficult it feels better to talk about it than not. [He mostly asks me to talk] 
because I clam up” (Vicky).
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Connections between the core categories
The many connections participants made between the sub-categories of the 
four core categories have been illustrated and described throughout the results 
section. To establish these connections I read through the quotations of each 
sub-category a number of times and noted references which were made to 
other sub-categories. The connections refer to the semantic linking of ideas and 
concepts. If two or more participants made such connections, these were 
represented in the conceptual maps by dotted lines. The high level of 
connections within categories appeared to indicate that the analysis was well 
grounded in the data.
To further verify this I repeated this process to establish the number of 
connections across core categories. The results of this procedure are illustrated 
in the diagram at the end of this section. I found that the sub-category 
“understanding how own earlier mothering impacted on women’s experiences” 
had connections with sub-categories from each of the other three core 
categories. In total, 6 other sub-categories were connected with it. In all other 
cases where connections were made across categories, these involved 
relatively fewer individual sub-categories.
In the diagram, all the sub-categories which had connections with 
“understanding how own earlier mothering impacted on women’s experiences” 
have been illustrated with blue shading. Other connections across core 
categories are represented by a solid line. As has been the case before, dotted 
lines between sub-categories represent connections within individual core 
categories.
Two conclusions were drawn from the procedure of establishing connections 
across core categories. First the core categories were seen to be more
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internally related than they were related across core categories. This was taken 
to support the analysis, in particular the presentation of the core categories as 
discrete themes. Second, the sub-category “understanding how own earlier 
mothering impacted on women's experiences” was found to have particular 
significance, illustrated by the high level of inter-related ness it had across other 
categories. The centrality of this sub-category suggests that a key task for these 
women appears to have been developing an understanding of their earlier 
relationship with their mother in order to accept and integrate their experiences 
into their internal working models of self and social world. Women seem to 
achieve this task aided by reference to the four core categories. By achieving 
this task, this seemed a key factor in the women being able to change their 
patterns of relating to others for the better and develop an improved personal 
identity. Each woman also grew to love her child and was ultimately able to 
mother generously.
Many women are unable to break the cycle of inadequate mothering initiated by 
their own mothering experiences. However for these women, it seems that a 
key factor in discontinuing/breaking this cycle was developing this 
understanding and integration of earlier mothering experiences into internal 
working models of self and their social world. Some of the women achieved this 
task naturally and one sought in addition a more formal therapeutic intervention.
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4.6 CHAPTER FIVE - DISCUSSION
Introduction
OThe aims of this research were to answer the following questions: i) how did 
women understand for themselves the attachment themes of intimacy, 
dependability, abandonment anxiety, control and self acceptance? ii) what were 
the interpersonal experiences for these women as first time mothers, 
particularly focusing on their experiences around intimacy, dependability and 
anxiety about abandonment? iii) what were the experiences of concept of self 
for these women at this time particularly focusing on control and self 
acceptance? iv) what connections if any did the women see between their own 
mothering and their earlier mothering experiences? v) how did they understand 
the impact of these connections? iii) what other factors played a part in shaping 
the mothering role of these women? iv) what factors influenced these women to 
provide more adequate mothering for their child than they experienced?
An overview of the results will be followed by a critique of the research with 
particular attention being paid to “goodness” and transferability issues. A 
section will follow placing the results in context and then the theoretical 
implications of the findings will be presented. Implications for clinical policy and 
treatment will then be discussed followed by a critique of the “fit” between 
grounded theory and this particular research.
Conclusions
All of the women constructed their own personal meaning of key relational 
attachment themes. This constructed meaning was at times different both 
among the women and from the attachment literature. The meaning women 
gave to these concepts was often directly influenced by their earlier childhood
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relationships, including their earlier inadequate mothering relationships. These 
differences highlight the potential for misunderstandings in communication 
between researchers and the researched over the meaning of attachment 
themes. This is particularly so with quantitative research where the meaning 
participants construct for themes may be less likely to be sought or may be 
assumed.
Regarding their inter-relational experiences as a first time mother, all the 
women were able to tolerate closeness, develop trust in another’s support, and 
feel reassured about another’s continuing availability in future. However, all the 
women also experienced difficulties at times in these areas. Whether these 
difficulties occurred and their level of severity, were influenced by the other 
individuals involved, time and circumstances. All of the women found different 
and varying ways of maintaining related ness to others in their relationships. 
These patterns of relating varied between women and within the same woman 
depending on who they were relating to at the time. These patterns ranged from 
avoidance strategies to overcompensating for difficulties.
The majority of women reported significant changes in their patterns of relating 
to others during the process of becoming a mother. Again this change for the 
better was influenced by the changing circumstances in the women’s lives, time 
and whom they were relating to. For the two women who highlighted this 
change the least, one woman felt the impact of her earlier mothering had been 
counteracted by other more positive influences from an early age. For the 
second woman, she was the only one who felt she still did not understand her 
mother or why she was the way she was. This understanding for her seemed to 
play a key part in influencing the degree of change in this area.
The majority of the women spoke of having had significant problems with their 
concept of self in their new role. Again the one exception spoke of her early 
adverse mothering experiences being counteracted by other more positive
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influences. Problems in personal identity for these first time mothers seemed 
linked to a perceived failure to meet self expectations and /or achieve in their 
new role. A further detrimental influence was the perception that others 
perceived the women in a negative light in their mothering role. One woman 
spoke movingly of her initial confusion around her mothering role when she 
often felt like a child herself and felt she was seen by others as a “gibbering 
wreck”.
Four of the six women described significant shifts in their personal identity for 
the better in their new role. For these four women this was at least partly 
attributable to their experience of becoming a mother. A key factor here was the 
unique opportunity their new role provided for the women to increase their 
understanding of their feelings in the context of their earlier life experiences. 
Understanding for some was prompted and facilitated by childcare providing 
triggers for reflection about past experiences. Experiencing what it was like to 
be a mother also seemed to free women from their earlier perceptions and 
facilitated a wider understanding. For others, the experience of a listening or 
therapeutic relationship with a professional was an important part of this 
process. Mothering also provided a way of healing the past for some women 
through providing for their child an opposite environment and/or making some 
sort of reparation with their own mother. An increased understanding was both 
valued by the women and seemed to facilitate an acceptance and integration of 
these earlier experiences. This seemed to contribute to the quality of the 
mothering they provided their child. A change towards a more positive personal 
identity was also linked to women perceiving how much they were achieving in 
their new role and having this reflected back to them by their child.
Most women linked their concept of self, a sense of agency, closeness and 
trusting in another’s ongoing availability with the level of security they felt within 
the process of becoming a mother.
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All of the women except one understood their earlier mothering as playing a 
significant part in shaping their mothering role. The one woman who denied this 
link, qualified this by stating she knew she would never abandon her daughter 
as her mother had abandoned her. She also felt this early adverse relationship 
had been largely counteracted by other more positive relationships with family 
members and a foster mother.
All the women also reported being influenced in their new role by factors other 
than their early mothering relationship. These influences occurred both at an 
early stage in the women's development as well as later on. These influences 
were perceived as having either a positive or negative impact. Earlier influences 
in childhood, included the quality of other key relationships, the school 
environment and major life events like parents divorcing. Later influences 
ranged from biological, cultural and environmental factors to key interpersonal 
relationships with partners, family and friends.
Effect of sample choice on what was said and how it was interpreted
Researcher and participant bias due to such issues as sample characteristics 
are relevant considerations with regard to the question of the “goodness” and 
transferability of the research. Reflecting on the characteristics of the sample, 
this is likely to have influenced the discourses of the women. All the participants 
were relatively well educated, white and British. This suggests a greater 
likelihood and capacity to reflect and integrate their experiences and seek 
support around their needs from their own immediate environment and outside 
agencies. It is interesting that the one woman who felt she would “never be able 
to understand the relationship” with her mother and was least accepting of 
herself and her child also attained the lowest educational qualifications of the 
participants.
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The fact that all the women were in stable relationships with the father of their 
child and all owned their own homes and had a steady income provided by their 
partners, is also likely to have influenced the discourses. For a different sample 
of women who were experiencing significant social and economic hardships, 
these could have been the primary factors shaping their interpersonal and self 
related experiences as a first time mother. Birns & Ben-Ner (1988) highlight the 
importance of factors other than one’s own mother in shaping the mothering 
process. These factors include the contribution of nurturing and supportive 
paternal care and social class factors.
I considered it ethically necessary to ensure that all of the participants were 
aware that the study had an aim of exploring the possible links between early 
inadequate mothering and the process of becoming a mother. Thus it is 
possible that it could have been assumed that I was looking only for 
connections between these experiences. The narratives could then have been 
biased towards providing me with this information. In an effort to guard against 
this happening, I stated at the beginning of each interview that I was interested 
in their understanding of their mothering experiences. During the interview I 
asked reflective questions for clarification and at times participants would tell 
me that I had misunderstood them. This indicates their integrity with regard to 
their understanding of the situation.
It is likely that only women who did consider their early inadequate mothering 
had some relevance to their mothering experience would participate in the 
research. However, one woman expressed her surprise when she was 
reminded that part of the interview was to talk about her experiences of 
becoming a first time mother. She had forgotten this and thought the research 
was just focusing on her early mothering experiences. Despite this the data 
from her narrative fully fits with the conceptual model.
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How would a white, middle class, British, 36 year old researcher who was also 
heterosexual, childless and a female clinical psychologist, influence and 
interpret the discourses of these women? The similarity in my background and 
appearance to these women is interesting and probably not a coincidence, 
given that I initially met four of them informally through my attending mother and 
toddler groups. The women who chose to participate in this study would be 
likely to be influenced by whether they felt on first appearances that they could 
relate or communicate with me.
My dual role as both researcher and clinician are also likely to have influenced 
the discourses. There were times when I was aware of responding as a clinician 
to the women’s distress and this would have impacted on the interaction 
between us. I know of at least one of the women who regarded the interview as 
a therapeutic encounter despite being briefed about the research aims. She 
disclosed at the end of the interview, that her hope from participating had been 
to decide whether to renew contact with her mother now that she had a baby. 
Similarly I was aware at times of the power differential between myself “the 
researcher” and the participants the “researched”. One woman for instance 
said on a couple of occasions that she was anxious that I might judge her 
negatively. This dynamic again is likely to have influenced the discourses of the 
women in terms of how they presented themselves. It is also possible that my 
childless state was a factor in how at least one of the women responded to me.
The questions that I asked and my interpretations of the discourses were also 
undoubtedly influenced by my background, concerns and interests. There were 
many explicit questions about early attachment experiences but none explicitly 
about economic /social factors. The focus of questioning was throughout from 
the mother’s perspective rather than the child’s. Being not particularly political 
and heterosexual, my questions probably lacked as much reference as they
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might to the political contexts of these women as well as gender /sexuality 
issues.
“Goodness” of the research
The process of analysis was well documented throughout the research with a 
clear audit trail being described. This would allow another person to check both 
the process of theory generation and interrogate the interpretation of the 
researcher. Reflections on the participant’s views of what the research was 
about, what their role in it was and how the researcher was responding to that 
behaviour (reflexivity) was also built into the research process. This was in order 
to make as public as much as possible the full interpretative process of 
knowledge production.
Transferability of the research
Additional research would allow further exploration and verification of the 
transferability of this study, which was based largely on retrospective recall.
That is, to explore the transferability of the interpersonal and self related 
experiences of these women, who were maternally deprived but who were not 
clinically depressed or having significant problems with their child. Also to 
explore the factors shaping the mothering role and contributing to these women 
providing more adequate mothering for their child. For instance, it would be 
interesting to do a prospective longitudinal study using a qualitative approach to 
examine in depth how the capacity to reflect and integrate early experiences 
develop overtime and what factors (interpersonal or otherwise) might help and 
hinder the development. For example, it would be interesting to see how the 
woman’s changing relationship with her partner and child might help to shape 
and influence her reflective capacities over time. There were a small number of 
women interviewed with certain demographic and social characteristics and so
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it would not be possible to argue for the transferability of the results from this 
study beyond this specific group.
Placing research findings in context
There is a scarcity of normative data about women's subjective experiences of 
the psychological transition to motherhood. Certainly though a great deal of the 
experiences described by these women could be associated with the stress of 
adjusting to a major life event and role transition. Exploring the particular issues 
that arose for these first time mothers who had been inadequately mothered as 
children, is therefore in no way meant to imply that their experiences are 
abnormal. To do so would pathologise the women and set them against a myth 
of “normality”. Many women for instance worry about not meeting their 
expectations to be “good enough” mothers, nor do they experience an instant 
love for their child; indeed anger towards a baby is common. As Kitzinger 
(1992) states without adequate support “any mother or father with a constantly 
crying baby is at risk of being violent to that child”.
Theoretical implications of research findings
The research findings lend support to Bowlby’s attachment theory (1973, 1980, 
1988). A woman’s personal identity was linked to how she perceived another 
individual to be viewing her. Similarly, her expectations of herself as a mother 
were also linked to her earlier mothering relationship. The findings also lend 
support to the attachment system having the important function of promoting 
“felt” security in individuals (Bowlby 1973, 1988). Attachment theory predicts 
that insecure attachment style can play a key role in the transgenerational 
transmission of deprivation and that this is mediated by an impaired reflective 
capacity (Fonagy et al 1991). However, if a mother from a deprived background 
acquires the reflective capacity to think productively about her experiences, she 
is far more likely to have children who are not affected by her own maternal
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deprivation ie the cycle of maternal deprivation can be broken. This research 
which is informed by a qualitative paradigm adds further support to these 
findings -  the women in this study had acquired or during the process of 
becoming a mother, did acquire the capacity to reflect on their experiences in 
depth. This allowed them to resolve, repair and integrate these earlier childhood 
experiences into adult internal working models of self and the social world. This 
seemed to contribute to the women being able to mother their child generously.
The findings also support a number of concerns expressed by Rutter (1995) 
about how research in this area can be over interpreted and over generalised. 
According to Collins and Read (1990), attachment theory predicts that women 
who have had an insecure attachment relationship with their mother as a child, 
would be more likely to develop an insecure attachment style as an adult. So 
they would have an impaired capacity to tolerate closeness or develop trust in 
another’s care and support. Similarly, they would feel anxious about being left 
by significant others and would have an impaired self concept around issues 
related to control, self efficacy and self acceptance.
However, for these women while it was true that they all had difficulties in at 
least some of these areas, they also demonstrated the capacity to achieve and 
tolerate closeness, develop trust in another’s care and in that individual 
continuing to be there ongoingly for them. Most importantly they also 
demonstrated a capacity to develop these relational abilities over time and in 
the context of particular relationships with significant others. Similarly, the 
majority of these women showed the capacity to develop a stronger personal 
identity during the process of becoming a first time mother.
Bowlby (1988) himself acknowledged that internal working models of self and 
the social world are dynamic representations that may be altered in response to 
new information all through an individual’s life. However these findings also 
support Rutter (1995) who highlights the tendency within attachment theory
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research to refer to individuals as if they did or did not have a secure 
attachment style and as if they had to be one style or another. Research 
findings such as this study however suggest otherwise. Most people have 
several relationships involving different attachment styles. Thus it is unhelpful 
and reductionistic to categorise the attachment style of an adult in one particular 
way.
These findings also support Rutter’s view (1995) of the unhelpfulness of 
applying attachment styles to an individual rather than to a particular 
relationship. Thus the Adult Attachment Interview (George, Kaplan & Main 1996 
unpublished manuscript cited in Fonagy & Target 1998) classifies individuals 
as secure or insecure rather than classifying the relationships that person has 
with different people. This is also in line with Bowlby’s view (1988) that patterns 
of attachment became a property of the individual increasingly after the first 
three years of life. The individual internalises patterns of attachment behaviour 
and expectations of self and other and imposes this on new relationships. 
Interestingly though Bowlby (1988) also suggests that the way an individual 
construes his relationship with another, for example his therapist is not solely 
determined by the individual’s history. It is also determined no less by the way 
the therapist treats him. This would tend to support an argument for attachment 
style being viewed as a relationship construct as opposed to a personality 
construct.
The research also supports the criticism of the attachment literature again made 
by Rutter (1995) of it’s tending to discuss adult relationships as if attachment 
security/insecurity was primarily what mattered. As Fonagy et al (1998 cited in 
Fonagy & Target 1998) also found, in addition to parental attachment patterns, 
contextual factors such as life events and social support predicted variance in 
attachment between parent and child. Similarly, Bowlby (1988) stated that the 
degree of support a woman received from her relationships also influenced her 
mothering.
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Future research needs to concentrate on further developing an attachment 
framework which allows for categorisation of relationships between individuals 
rather than the individuals themselves. Expanding the attachment classification 
system to reflect the complex subtleties of relational patterns is also important.
Clinical policy/treatment implications
Cross referencing the midwifery and attachment theory literature has useful 
clinical policy implications. Midwives and health visitors working with distressed 
mothers who have a history of maternal deprivation are likely to find the 
attachment literature relevant to guiding their responses to their clients. It is 
therefore important that all professionals who work with maternity services 
develop awareness of this body of literature as well as the potential pitfalls of 
overgeneralising from the research to the women in their care.
The needs of women should be placed at the centre of maternity service 
provision and decision making. This cannot be realised without professional 
awareness of psychological issues pertinent to women during pregnancy, 
childbirth and post labour. Good practice in maternity should entail that all 
women are treated as if they had a history of inadequate mothering, that is 
attendants should treat women in an open, responsive and non-judgemental 
fashion and foster trust through giving women overt permission to seek and 
access help. Women can often feel isolated and alone for the first few months 
of pregnancy and so it may be particularly helpful to offer the option of early 
contact with a midwife to some women. Actively promoting a feeling of security 
through the maternity services being centred around a woman’s needs also 
seems important to develop further.
Attendants need to also be aware of the particular influence of their role in 
facilitating women developing their identity as a mother. They need to recognise
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the danger of adopting a patronising attitude with women as this can impact 
adversely on a woman’s self acceptance and sense of agency. Finally it is 
important that midwives have sufficient training in listening skills to help facilitate 
for these women, the integration of earlier adverse experiences.
The connections between understanding and accepting one’s previous 
mothering and being able to modify one’ s concept of self and interpersonal 
patterns has implications therapeutically. This is, in terms of the appropriate 
treatment for women with a history of inadequate mothering, who present to 
services with post natal distress and/or experiencing problems in relating to 
their child or a significant other. It seems that a key therapeutic task would be to 
facilitate for these women the acquiring / developing of a reflective capacity to 
integrate these earlier mothering experiences into working models of self and 
their social world. Tricyclic antidepressants alone (the usual treatment of choice 
for women with post natal distress) would be unlikely to be a successful 
intervention.
The majority of women in this study were able to reflect in depth on their earlier 
mothering experiences and move towards an understanding and integration of 
these experiences into internal working models of self and their social world. 
This psychological process was sometimes achieved through a formal 
intervention but also, more informally through the actual process of becoming a 
mother.
Critique of the “fit” between grounded theory and this research
I chose grounded theory for a number of important reasons. I wanted to use a 
qualitative method which was suitable for studying individual processes and 
Interpersonal relations (Charmaz 1995). Given these research aims, grounded 
theory seemed a good “fit”. This method is also suitable for use with any form of 
unstructured material, including semi-structured interviews where the focus is
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on understanding the phenomena of interest (Henwood & Pidgeon 1992). I had 
also hoped to challenge attachment theory's predictions of the mothering 
behaviour of these participants, a further reason for using this particular 
method (Turpin et al 1997).
In hindsight however, I believe that grounded theory was probably not the most 
useful method for addressing the research aims. A primary reason for stating 
this is the realisation in retrospect that there is a great deal of robust theoretical 
literature in this research area. Grounded theory works best when for example 
the aim is to explore a new domain of enquiry or where new theories are 
needed for old paradigms that have run their course (Henwood & Pidgeon 
1992).
A qualitative method which allows the researcher to be in possession of a great 
deal of theoretical knowledge about an area, would have been a better “fit” for 
exploring the mothering role. One possible method which allows for this is 
content analysis (Krippendorf 1980, cited in Richardson 1996). Henwood 
(1995) stated that this method could be used to study communication including 
verbal dialogue. Its epistemology is one of empiricism and the principle behind it 
is the discovery of valid representations using an inductive approach. It can be 
applied systematically to unstructured data and provides a basis from which to 
make reliable and valid inferences about the phenomena of interest. A criticism 
of content analysis however is the potential to lose much of the richness and 
inherent meaning of the data.
Another qualitative method is discourse analysis where the epistemological 
position is one of constructivism (Potter 1996). Discourse researchers find it 
productive to collect and explore a set of materials (deconstructing of texts), for 
instance, interview transcripts. Discourse analysts have rejected the more 
traditional cognitive explorations of social interaction that are provided within 
psychology. Their interest instead has been in how mentalist notions are
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constructed and used in interaction. Discourse analysis takes discourse itself as 
its topic and regards discourse as a social practice in its own right. It sees 
discourse as constructive of our world and as being organised rhetorically. That 
is discourse is organised to make itself persuasive in the face of competing 
versions of the world.
Discourse analysis is therefore not just a method but a whole perspective on 
social life and research into it. I think in hindsight it would have been a very 
suitable method for this research for a number of reasons: i) one can start the 
research process already inferring a great deal from the theoretical literature 
about the area. Indeed one needs for a good analysis, a sound knowledge of 
the social, political and cultural trends and contexts to which the texts refer ii) 
discourse analysis also has great potential for asking different questions to the 
ones already asked in the literature about this area -  useful for pushing 
theoretical knowledge forward where a great deal of literature already exists.
For instance I was interested in the concept of self in the mothering process. In 
hindsight I might therefore have developed a new perspective on this by asking 
about the functions of different kinds of presentation of self during the 
discourse.
One potential problem related to using this method is the difficulty in using it 
with even the most open semi-structured interview where the interviewer will 
inevitably bring his/her own categories and constructions. Also the dominant 
question and answer format of an interview is not ideal for getting at the sorts of 
turn by turn display of action and understanding that domain analysis utilises so 
effectively. However, discourse analysis acknowledges the impact of the 
researcher’s own constructions of the world on the discourse being analysed. 
Thus it would be important to adopt a reflexive perspective on the research to 
address this issue.
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4.7 Summary
First time mothers with a history of inadequate mothering constructed their own 
personal meanings around attachment themes, pertaining to interpersonal 
interactions and concept of self. These women related to others in varying and 
complex ways, which changed overtime, circumstances and the individuals 
involved. Similarly, these women had problems with their concept of self. Again 
this changed in a positive direction during the process of becoming a mother 
and was influenced by time, circumstances and other individuals.
The experience of becoming a mother was shaped in part by their own earlier 
mothering experiences. These experiences are unlikely to be fully understood if 
this link is not recognised. Similarly for women experiencing difficulties at this 
time, treatment is unlikely to be successful unless these influences are 
incorporated into a therapeutic approach. Becoming a mother was also shaped 
by factors other than their earlier mothering .Influences ranged from other 
attachment relationships to past and current social and cultural factors. 
Ultimately, these women seemed able to provide more adequate mothering for 
their child, in part due to their capacity to reflect and integrate their earlier 
experiences.
Greater cross fertilisation across subject areas would be beneficial both to 
therapeutic interventions and for developing theoretical frameworks. This 
research illustrates that the application of attachment concepts to 
understanding adult relational patterns and concept of self is an area deserving 
further research attention.
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APPENDIX II
INFORMATION FOR PARTICIPANTS ABOUT THE MOTHER DAUGHTER 
ATTACHMENT STUDY
Thank you for your time. A great deal has been written about the relationship 
that develops between a child and his/her parent and the consequences this 
has for the child's emerging self worth and confidence. All relationships are 
different and these differences are interesting areas for exploration.
One interesting area I believe is the mothering experiences of women who have 
had difficulties with their own mother while growing up. Examples of such 
difficulties might include not seeing their mother for prolonged periods of time, 
feeling emotionally or physically rejected in some way or feeling their mother 
was inconsistently responsive to their needs ie sometimes they were a priority 
but often they were not.
I feel it is important for those who work with mothers to be more aware of 
women's individual needs at this time as they make the transition to being a 
parent. By speaking with women about their different experiences, I hope to be 
able to make suggestions to improve the health care of other women with 
similar experiences.
The study
I hope to recruit for this study women who are willing to talk about their 
mothering experiences ie pregnancy, childbirth and caring for their child and 
who would describe their relationship with their own mother when growing up as 
difficult in some way (see examples above). For those of you who have read
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this information sheet and are interested in this research, I will arrange a 
meeting with you at a place of your choice and convenience, possibly your 
home or the local health centre.
Early on in the interview, you will be asked to read three paragraphs describing 
different types of relationships a child may have with his/her parent. If after you 
have read this you are willing to continue, you will then be asked to participate 
in an interview which lasts about 1 1/2 hours. I would be hoping to ask you 
about your experiences of pregnancy, birth and caring for your child. The 
interview will have some structure but will be mainly exploring areas that you 
bring up and are happy to discuss. I would then hope to meet with you again 
for about another hour to ask you some more specific questions about your 
understanding of your mothering experiences. However, if two meetings feels 
too difficult to arrange we could just have a longer first interview if that felt 
easier.
Providing you are agreeable the interviews will be tape recorded. All 
information will be treated in strictest confidence. No other person will have 
access to the content of the tape and once the information from the tape has 
been analysed it will be erased.
There will be an opportunity after the interview to reflect on the interview 
experience and to ask questions if you wish. There will also be the offer of a 
meeting to participants once all interviews have been concluded to hear and 
comment on the research findings. By meeting in this way I will be able to make 
sure that your experiences and opinions have been well represented. This 
meeting can either take place individually or with the other research 
participants.
If you do not wish to participate having read this information sheet or wish to 
withdraw from the research at a later date, you are free to do so at any point
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without giving a reason. You are also free to refuse to answer any questions in 
the interview and to terminate the interview if you wish. Your relationship with 
the people who offer you support and/or care will not be affected in any way. If 
you have any further questions having read this sheet, or should you wish to 
contact me at any time throughout the study or afterwards, my contact details 
are below:
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APPENDIX
INFORMATION FOR HEALTH WORKERS/NON STATUTORY AGENCIES 
ABOUT THE MOTHER DAUGHTER ATTACHMENT STUDY
A great deal has been written about the relationship that develops between a 
child and his/her parent and the consequences this has for the child's emerging 
self worth and confidence. All relationships are different and these differences 
are interesting areas of exploration.
One interesting area is the mothering experiences of women who have had 
difficulties with their own mother while growing up. Examples of such difficulties 
might include not seeing their mother for prolonged periods of time, feeling 
emotionally or physically rejected or feeling their mother was inconsistently 
responsive to their needs ie sometimes they were a priority but often they were 
not.
I feel it is important for those who work with mothers to be more aware of 
women’s individual needs at this time as they make the transition to being a 
parent. By speaking with women about their different experiences in this way , I 
hope to be able to make suggestions to improve health care for other women 
with similar experiences .
The Study
I hope to recruit women for this study who fit the inclusion criteria and who 
would be willing to talk about their mothering experiences ie pregnancy, 
childbirth and caring for their infant. For those women who express an initial 
interest having read the participant information sheet about the project, they can 
either contact me directly (contact details are at the end of the participant
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information sheet) or else ask the person who gave them the participant 
information sheet to send me their contact details. I will then contact the 
woman to hopefully arrange a meeting. At this point, there will be the 
opportunity for women to ask questions about the research if needed.
Each woman will be asked to read 3 paragraphs describing different types of 
relationships a child may have with her/her parent. The woman will then be 
interviewed for about 11/2 hours in all. I would then hope to meet with the 
woman again to ask specific questions about her mothering experiences but if 
2 interviews are difficult to arrange we could have a longer initial interview.
With participant's consent each interview will be audio taped for the purposes of 
greater accuracy in remembering and greater ease of data analysis. All 
information will be treated in strictest confidence. No other person will have 
access to the content of the tapes and once the information from the tape has 
been coded and analysed, it will be erased.
There will be an opportunity after the interview is over to reflect on the interview 
experience and to ask questions. If women are interested, a meeting will be 
arranged for research participants once all interviews are completed to provide 
feedback about the research and to ensure that they feel satisfied that their 
views have been well represented. Any further desire for support beyond that 
one meeting will be acknowledged and discussed and various options 
suggested.
I would appreciate hearing from you (asap - see contact details below) if you 
think you are in contact with women who fit the inclusion criteria. If any 
research participant wishes to withdraw from the study at any point or indeed 
not to take part having read the participant information sheet, she is free to do 
so without any adverse consequences and without giving a reason. If you 
yourself have any further questions about this research please contact:
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APPENDIX IV
Consent Form.
Study T itle ............................................................
Please ask the patient to complete the following:
Have you read the Patient Information Sheet?
Have you had an opportunity to ask questions and 
discuss this study?
Have you received satisfactory answers to all your 
questions?
Have you received enough information about the study? 
To whom have you spoken?................................ ...........
Please cross out as 
necessary
Yes/No
Yes/No
Yes/No
Yes/No
Do you understand that you are free to withdraw from the study:
• At any time
• Without having to give a reason for withdrawing?
• And without affecting your future medical care?Yes/No
Do you agree to take part in this study? Yes/No
Signed.................................................... Date
(Name in Block Letters)
Signed (Researchers):...................................... Date
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APPENDIX V
CRITERIA FOR PARTICIPATING IN THE MOTHER DAUGHTER 
ATTACHMENT STUDY
Please ask any woman who fits all the following criteria if she would be 
interested in taking part in the study:
• aged 18 - 40 years
• primiparous
• woman who has had a healthy baby in the last 3-6 months
• currently in a relationship with the baby's father
• lifestyle is relatively westernised
• does not currently have a clinical disorder although she may have done 
so in the past.
• who describes her relationship with her mother as poor/unsupportive
• Please exclude women who have had a puerperal psychosis at any
time since the birth.
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APPENDIX VI 
PARTICIPANT PROFILES 
HANNAH
Highest educational achievement was an HND
Her daughter was 3 months old at the time of the interview
She had been with the father of the child for 3 % years
Her mother was an alcoholic and present sporadically throughout her
childhood. Consequently she was fostered by excellent foster parents. She also
had a close and loving relationship with her father and older sister. At the time
of the interview she was not in contact with her mother.
VICKY
Highest educational achievement was “O” Levels 
Her son was 4 months at the time of the interview 
She had been with the father of the child for 2 years 
Her mother cared for her practically but “never touched [her] or told [her] she 
was loved”. Her father Was warmer. She was an only child. At the time of the 
interview she was regularly in touch with both parents.
CAROLINE
Highest educational achievement was “A” Levels
Her daughter was 19 months old at the time of the interview
She had been with the father of the child for 3 % years
Her mother, she felt never wanted or understood her as a child. She appeared
to favour the younger daughter. Her father was more caring but was usually at
work. She was one of three children and the eldest.
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GRACE
Her highest educational achievement was a degree
Her son was 14 months at the time of the interview
She had been with the father of the child for 2 years
Her mother had looked after her until aged 5 years when she returned to full
time work. After her return to work she did not have the time to be available to
Vicky. She did not have a good relationship with her father, an older man who
showed her even less warmth or affection than her mother. She was the
youngest of 2 siblings and had a close relationship with her older brother.
BELINDA
Her highest educational achievement was a degree 
Her son was aged 5 months at the time of the interview 
She had been with the father of her child for 5 years
Her mother was very controlling of her. She never said she loved Belinda as a 
child and did very little with her. She was a distant figure in her life who worked 
full time. Her father was around more physically but was also fairly remote as 
was her older brother and sister. She had a close friend who she saw a great 
deal of as a child.
ANN
Her highest educational achievement was a degree 
Her daughter was 4 months old at the time of the interview 
She had been with the father of the child for 5 years
Her mother was very controlling and never told Ann she loved her. She always 
provided for her physical wants but could never be depended on for any 
encouragement. She appeared to favour the younger daughter. Ann was very
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close to her father but her parents divorced acrimoniously when she was aged 7 
years old. It was difficult to get on with the stepfather. She continued to have 
contact with her father but lived mainly with her mother during her childhood 
and adolescence.
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APPENDIX VII
ADVERTISEMENT- BECOMING A MOTHER
Would you be interested in participating in some research about exploring your 
experiences of being a mother?
A great deal has been written about the relationship that develops between a 
child and his/her parent and the consequences this has for the child’s emerging 
self worth and confidence. These relationships are all different and the factors 
that influence these differences are interesting areas to explore.
One area that I am interested in exploring is the possible links between a 
woman becoming a mother and the experiences she had of being mothered as 
a little girl. This exploration is not for purposes of assigning blame to anyone but 
rather to understand more fully women’s experiences at this time.
In this research I am focusing on women who perceive themselves as having 
had difficulties with their own mother They may have felt physically neglected or 
rejected in some way. Alternatively, their mother may have been absent from 
them for significant periods of time.
If you are interested in finding out more information please ring or write to me 
(see work contact details below). All information will be treated in strictest 
confidence.
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APPENDIX VIII
Consent form to be audio taped
I give my consent for tape recordings to be made of this research only. It has 
been explained to me that no other person will have access to this tape and 
once the information has been analysed, the contents of the tape will be 
erased. The results of the research will be anonymous so that no one will be 
able to identify me directly. I also know that I may withdraw consent to being 
tape recorded whenever I wish.
Name of research participant:
Name of researcher:
Date:
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APPENDIX IX 
INTERVIEW SCHEDULE
introductions of self and other
Thanks to P for coming along
Reiterate the purpose of the research interview
• Exploration of your experiences of pregnancy, birth and caring for your child
• Exploration of your coping -  what helped what did not
• Exploration of what the links might be between your experiences and your 
earlier relationship with your mother.
Reiterate the boundaries of confidentiality and how the research data will be 
written up to protect confidentiality and anonymous if published
Elicit consent for the interview and to be tape recorded and reiterate the right to 
ask for the tape recorder to be turned off, not answer any questions and P 
control over the termination of the interview. (Give 2 consent forms for signing)
Ask P if any questions she wants to ask about the research or the interview
The interviewer will ask the participants permission to ask about some factual 
details before proceeding with the interview. The following wilt be asked:
• P birth date
• Birth place
• Address
• Educational history
- ask for highest level attained
• Relationship status/longevity of the relationship
Rating of the parental caregiving style using a visual analogue scale.
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CONTROL
• Define 
Pregnancy
• Timing
Expectations of self while pregnant? Any 
What were they
What happened in the end (as expected -  control?)
How did that feel ( SELF ACCEPTANCE)
What was done if any problems (AGENCY)
How did that feel
Body changes (any expectations)
What was that like (SELF ACCEPTANCE)
What done if a problem/how felt (AGENCY)
Baby growing inside (any expectations)
What was that like (INTIMACY)
What done if a problem/how felt (AGENCY)
Information received during this time 
What was it like
What done if a problem/how felt (AGENCY)
Thoughts about the forthcoming baby. Any ? (INTIMACY) 
What was that like
Birth
• Expectations of self around the birth? Any ?( Birth plan)
• What happened in the end (as expected -control?)
• How did that feel ( SELF ACCEPTANCE)
• What was done if a problem/how felt (AGENCY)
• information received at the time
• what like and what done if a problem/how felt (AGENCY)
Degree of medical intervention
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• What like and what done if a problem/how felt (AGENCY)
Caring for the baby
(feeding sleeping crying)
Expectations of this if any 
What were they ?
What is the reality -  as expected -control?
How do you feel (SELF ACCEPTANCE)
What was done if a problem /how felt (AGENCY)
DEPENDABILITY
• Define
• Did you have any expectations of the individuals below regarding 
dependability
• -partner during whole process 
-parents
-inlaws 
-friends 
-medical staff
• What were they (each)
• What was the reality (each)
• How did that feel (SELF ACCEPTANCE)
• What was done if a problem (AGENCY)
Caring for the babv
(feeding, crying, sleeping)
(Someone else being dependent)
Expectations of this if any 
What like in reality 
How felt (self acceptance)
What done if a problem
Baby with constant needs 
Crying baby 
Sleepless baby 
Leaving baby with others
INTIMACY
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• Define
Pregnancy
• Baby inside
Birth
• Giving birth
Caring for the baby
• Feeding, crying, sleeping
Relationship with partner/parents /inlaws/ friends/medical staff
• Intimacy/closeness with each throughout process
ANXIETIES ABOUT ABANDONMENT/UNLOVABILITY
• Define 
Pregnancy
• Fantasies about how you and the baby would get on/losing baby 
Birth
• Losing baby
Caring for the baby
• Loss of baby
• Partner /medical staff (not being there when needed?)
COPING
• Define
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• Talk about in relation to whole process
SELF ACCEPTANCE
• Define
• Talk about in relation to whole process
Now moving on what comes up for you In relation to your own mother 
while growing up around:
CONTROL
DEPENDABILIATY
INTIMACY
ANXIETIES ABOUT ABANDONMENT 
COPING
SELFACCEPTANCE
EARLY CHILDHOOD
Some research which suggests the way in which mothers parent their child is 
influenced in some way by their own experiences of being mothered
• What do you make of that
(Make it clear the exploration is not about assigning blame)
• How might that apply to your own mothering
(probe for ways it could apply/links -pregnancy/birth/caring for the 
baby/relationships).
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Appendix X 
DESCRIPTION OF A COLD/REJECTING PARENTAL CARE GIVING STYLE
Cold/Rejecting -  She was fairly cold and distant or rejecting not very 
responsive; I wasn’t her highest priority, her concerns were often elsewhere; It’s 
possible that she would just as soon not have had me.
Please put a mark on the line below to indicate how much you agree with the 
above description in relation to your own relationship with your mother:
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APPENDIX XI
DESCRIPTION OF A WARM/RESPONSIVE PARENTAL CAREGIVING STYLE
Warm/Responsive -  She was generally warm and responsive; she was good at 
knowing when to be supportive and when to let me operate on my own; our 
relationship was almost always comfortable, and I have no major reservations 
or complaints about it.
Please put a mark on the line below to indicate how much you agree with the 
above description in relation to your own relationship with your mother:
r \o
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APPENDIX XII
DESCRIPTION OF AN AMBIVALENT/INCONSISTENT PARENTAL 
CAREGIVING STYLE
Ambivalent/Inconsistent -  She was noticeably inconsistent in her reactions to 
me, sometimes warm and sometimes not; she had her own agendas which 
sometimes got in the way of her receptiveness and responsiveness to my 
needs; she definitely loved me but didn't always show it in the best way.
Please put a mark on the line below to indicate how much you agree with the 
above description in relation to your own relationship with your mother:
f \o
Page 234
Appendix XIII
Table of ratings of parental style characterising the woman’s relationship 
with her mother using a visual analogue scale.
Name Ambivalent Loving Cold
Caroline 8.4 1.3 6.7
Grace 8.9 1.2 0.3
Ann 7.4 1.6 1.3
Belinda 5.1 1.0 8.0
Hannah 7.3 0.0 1.7
Vicky 8.2 0.0 10.0
Total 36.9 5.1 28
Xbar 6.15 0.85 4.7
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ABSTRACT
In t.he present, study, seventeen non-depressed subjects 
with a tendency towards being eating disordered were 
compared with sixteen non-depressed non-eating disordered 
control subjects, regarding the effect of a high and low 
reinforcement schedule on a number of self control 
measures.
The results of the study support the importance of some 
self control deficits in our understanding of eating dis­
orders. These were in the main maladaptive attributions 
of causality regarding performance outcome. That is, 
people with a tendency towards being eat.ing disordered 
were, in general, more likely to make external attributions 
of causality regarding performance outcome than were people 
without these tendencies. These results support other 
studies which have shown that people with eating disorders 
are more influenced in their behaviour and beliefs by 
external as opposed to internal factors (Garfinkel 1981, 
Weiss & Ebert 1983, McLlaughlin et al 1985, Heilbrun 
1986) .
Other results from this study, however, failed to support 
the importance of other self control deficits in our under­
standing of eating disorders. That is, there was a failure 
to find excessively stringent self evaluative criteria in
( i l )
people with a tendency to being eating disordered. Simi­
larly, there was a failure to show a preference for 
smaller but immediate reinforcement as opposed to larger 
but delayed reinforcement. There was a failure, too, for 
high and low reinforcement schedules to have a greater 
influence on response latency and self perception of per­
formance outcome in people with tendencies towards eating 
disorders.
The possibility that self control deficits found in eating 
disordered subjects in previous studies may have been mani­
fested as an undetected depression, rather,than the eating 
disorder, as researchers have postulated (McLaughlin et 
al 1985, Heilbrun 1985) is discussed.
( i i i )
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1.
CHAPTER 1 
LITERATURE REVIEW
L.1 Introduction
)nly 10 years ago, people suffering from the syndrome 
mown as anorexia nervosa were not being treated in great 
lumbers outside centres specialising in the management of 
ihe disorder. Bulimia, presenting in individuals who were 
lot emaciated, was also not widely acknowledged to occur, 
n the past 10 years, however, a growing public and pro- 
essional awareness of these disorders has paralleled 
heir increased apparent prevalence. This has lead on 
he positive side to a massive surge of research and clini- 
al writing into such issues as etiology and treatment of 
he disorders. More negatively, both anorexia nervosa and 
ulimia have been glamourised via the media, 
n this section the signs and symptoms of anorexia nervosa 
nd bulimia nervosa will be reviewed, followed by a present- 
tion of some of the major theoretical perspectives that 
ave been offered as an explanation of etiology^of these 
isorders. Emphasis will be given to theoretical pers- 
ectives having a cognitive slant, with particular reference 
sing made to Rehm's cognitive-behavioural self control 
Ddel.
.2 The Clinical Picture of Eating Disorders
2fore describing the clinical signs and symptoms of these
2.
disorders, a brief mention must be made of the continuing 
iebate regarding the theoretical relationship between 
ihese disorders. The Third edition of the Diagnostic and 
Statistical Manual of Mental Disorders (DSM-III) (American 
Psychiatric Association 1980), and other sources, have 
:onsidered bulimia in non-emaciated patients as a separate 
îyndrome from bulimia in anorexia nervosa. Others have 
emphasised the resemblance between these conditions and 
lave offered similar treatment recommendations for both, 
here have been few direct comparisons between these 
lisorders to determine the justification of the diagnostic 
listinction. However, Garner and Garfinkel's impression, 
ind that of others, is that the symptom of bulimia, 
hether it occurs in anorexia nervosa or without substantial 
'eight loss, is associated with similar clinical features, 
nd that generally bulimic patients may be distinguished 
rom,restricting anorexia nervosa groups.
n the following discussion of signs and symptoms implicated 
n anorexia nervosa and bulimia, and without prospective 
tudies of 'normal' young girls, it is impossible to say 
or sure how much these factors are part of the predis- 
osition to the illness, or are sequelae to it. certainly 
here is an increasing awareness that an interaction 
xists among the predisposing, precipitating and perpet- 
ating factors in these syndromes.
3.
1.3 Clinical Signs and Symptons
a) Anorexia Nervosa
Generally this syndrome affects mainly adolescent girls 
and young women from educated and prosperous homes. It 
is characterised by the relentless pursuit of a thin 
body size (Bruch 1970). To be diagnosed as anorexic, a 
person must be at least 20% below standard body weight 
(SBW). This is regarded by most as the cardinal feature 
of the disorder, but other signs and symptoms are fre­
quently present and have been assigned varying degrees of 
importance, depending on the author.
It is thought, for instance, that anorexics have problems 
of autonomy and mastery of their body. Closely related 
to this is the problem of disturbance of their body image 
Many anorexics are actively unaware of their emaciated 
state, increasingly restricting their diet in thè desire 
to lose more and more weight.
There is also a misperception of affective and visceral 
sensations and a sense of personal mistrust, i.e. the 
anorexic not only mistrusts herself but fears her own 
impulses and that she will lose self control.
A further aspect of the anorexia nervosa syndrome is the 
issue of self esteem. This is closely related to the 
affective component of body image, i.e. body satisfaction 
which is grossly disturbed. This feeling of self esteem 
is closely bound to external standards for appearance and
4 .
performance. High achievement expectations are less the 
product of internal drives than of the desire to please 
others (Garfinkel 1981).
Starvation in i.tself has a profound effect on behaviour, 
emotions and thoughts. For instance, amenorrhea occurs - 
a di.agnostic criteria of anorexia (Garfinkel 1974).
Intense food preoccupation is evident, while there is a 
gradual narrowi ng of other activities, with a loss of 
interest in friends and sex. This often results in lone­
liness and a sense of social inadequacy. There is also a 
feeling of helplessness, while depression and lability of 
mood are common.
b ) Buli mi a/Buli mii a Nervosa
In 1979 Russell described 'an ominous variant of anorexia 
nervosa, which he termed bulimia nervosa '. Fairburn &
Cooper (1984) described the clinical features of bulimia 
nervosa as assessed by standardised assessment pro­
cedures. Patients were more likely than anorexics to be 
older, and to be married; however, they were similarly 
over-represented in the higher social classes. The great 
majority of patients weighed within the normal range; 
however, they could also be underweight or obese when they 
presented. They also may/may not have suffered from obesity 
in the past, compulsive eating or anorexia nervosa.
This is in contrast to Russell (1979) who found that a
5.
;onsiderable proportion of his sample of bulimics also 
lad a history of anorexia nervosa.
‘he most prominent psychopathelogical feature of Fairburn's 
ample was a morbid fear of fatness like anorexia. But 
ess than one quarter of the sample showed a pathological 
ursuit of actual weight loss. They suffered from power- 
ul, uncontrollable and intractable urges to overeat/binge 
nd sought to avoid the fattening effects of food by 
nducing vomiting, abusing purgatives or both. Body image 
isturbance and disparagement were present, as in anorexia. 
Iso, as with anorexia, there was a preoccupation with 
ood.. Other symptoms of bulimia include low self esteem 
Boskind Lodahl and Sirlin 1977, Weiss & Ebert 1983); 
spression (Allerdissen et al 1981, Herzog 1982). There 
s also a generalised pattern of impulsive behaviour found 
Q bulimia nervosa, which may include excessive use of 
Lcohol and/or drugs, stealing, sexual promiscuity or 
aicidal gestures. (Johnson et al 1982,Leon et al 1982,
/le et al 1983/ Russell 1979, Weiss & Ebert 1983).
,4 Different Theoretical Perspectives of Eating Disorders 
Psychodynamic models - Anorexia Nervosa 
le familial relationships and intrapsychic models of 
lorexia that have been described in the literature 
ipresents a variety of psychodynamic and interpersonal 
eoretical formulations. Many of these models, according
6.
o Garner & Garfinkel (1982) are inaccurate/ reflect only 
ortions of the problem, but not the central core, 
uch models include older psychoanalytic concepts of 
norexia nervosa, which rely on theories about fixation at 
he oral level of psychosexual development; on regression 
n instinctual drives from the genital level of development 
Crisp 1980) and on symptom formation around oral conflicts 
rhoma 1967, Moulton 1942).
Dre recent psychodynamic formulations have de-emphasised 
lese drive theories and have focussed instead on early 
Dject relations (Bruch 1973, Ross 1977, Selvini-Palazzoli 
374). Of major importance in this regard has been Bruch's 
/pothesis about anorexia nervosa.
:uch (1973) views this disorder as developing around three 
slated ego disturbances - distortions of both body image, 
id internal perceptions and a sense of personal ineffect- 
reness. Her central theme is that the search for self 
istery and autonomy is maladaptively pursued through 
>ntrol over one's body. Bruch's conception of etiology 
ivolves family and mother/child and child deficits in self- 
litiated behaviour. With regard to the latter, these are 
lated to a neglect of appropriate external responses 
om the child's caregivers, to the child's inner states.
is important to stress also that despite these theore- 
cal formulations, and some evidence being available to 
pport them, for anorexia nervosa as a heterogenous syn-
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drome and wihh multiple predispositions, these models in 
themselves are too narrow to fit all patients. Many 
individuals exist with these family backgrounds who do 
not develop anorexia nervosa and some patients with anorexia 
nervosa do not come from these developmental roots. It 
is also not clear what their relationship is to complete 
recovery.
b ) General Symptoms Theory - Anorexia Nervosa 
Se Ivin i - Palazzoli's group from Milan and Minuch i n 's group 
from Philadelphia have both evolved a system's approach 
in describing and accounting for anorexia nervosa. Accord­
ing to Minuch in et al (1978) , the traditional linear 
model of anorexia links together a variety of factors, 
which converge on the anorexic individual and the locus 
of pathology is thought to be in that individual. The 
system's model by contrast emphasises the interdependent 
and circular interactions of forces, found within and out­
side the family system. They do not consider the locus of 
pathology to be in the individual solely.
Both Selvini-Palazzoli and Minuch in have postulated that 
certain family re lationships are closely related to the 
development and maintenance of psychosomatic syndromes, 
like anorexia nervosa in children, and that the illness in 
turn plays an important role in maintaining the family 
hemeostasis. There is very little objective evidence for
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his, but a study by Crisp, Harding & McGuinness (1974) 
ffers some support for the idea that anorexia nervosa may 
e seen as protective to one or both parents. They com- 
ared the psychoneurotic states (using the Middlesex Hos- 
ital Questionnaire) of the parents of anorexics before 
nd after inhospital weight restoration, with a control 
roup. They found no differences between the controls and 
arents of anorexics initially, but after their daughters' 
sights had been restored, the parents of anorexics showed 
acreased psychopathology.
3th Selvini-Palazzoli and Minuchin's group have described 
srtain predominant characteristics in the families with 
psychosomatic child: families of anorexics are thought 
3 communicate in a coherent style with little resolution 
E conflict. The family threshold is in fact low. 
amily relationships are said to be characterised by an 
ctreme form of. proximity with weak boundaries between 
idividuals. This has been termed an 'enmeshed' family 
Tstem. There is excessive togetherness and sharing. In 
lis framework loyalty and protection take place over auto- 
>my and self realisation. Over-protectiveness and an 
'■erconcern for each other's welfare is common.
.gidity or commitment to the maintenance of the family 
latus quo is considered to be another feature of these 
imilies. In periods of change and growth, such as during 
s child's entrance into adolescence, with its demands :for
increased age appropriate autonomy, these families exper­
ience great difficulty in relinquishing their accustomed 
interpersonal behaviour patterns. The child's involvement 
in parental conflict is also considered to be a key factor 
in the development and maintenance of psychosomatic 
symptoms.
Both Selvini-Palazzoli and Minuchin emphasise how children 
reared in these settings may find the demands of autonomy 
in adolescence threatening. These formulations are 
similar to Crisp's view (1967) that the family cons te 1lations 
in anorexia nervosa are likely to prohibit adolescent 
maturation in the children..
Outcome studies (Minuchin et al 19 78, Roeman et al 1976) 
claim to have demonstrated the efficacy of family therapy 
for anorexia nervosa. The family can, with the therapist's 
assistance, act to resolve symptoms of family pathology and 
foster continued development of all members.
However, although several of these concepts quite appro­
priately describe the transactiona1 patterns of many 
anorexic families, it should be remembered that these find­
ings are anecdotal and have never been properly examined 
in a controlled investigation. While Minuchin et al (1978) 
have presented an overview of the results of one study, no 
details of the methods are yet available, nor are its 
results detailed.
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:) General Systems Theory - Bulimia Nervosa 
)ne would expect that in the light of the advances made 
in the understanding and treatment of anorexia nervosa, 
ihrough the study of the anorexic family's interaction 
)atterns, that the family interaction patterns of bulimics 
zould have been carefully scrutinised by now. However,
.n general, there are few descriptions of bulimics or 
>ulimic families that rely on more than the report of 
>atients. Schwartz et al's (1986) study is one of the 
lew to have looked at this in more detail. They found 
hat the characteristics of anorexic families as described 
previously are also present in bulimic families. Further 
dentifled traits are isolation of the family from external 
nfluences outside the family and a preoccupied conscious- 
ess with one's appearance.
t must be stated that these characteristics are not seen 
n all families with a bulimic and anorexic member; no one 
amily constellation is uniformly observed with bulimia, 
hese interaction patterns are also not specific to these 
isorders, being found in other psychosomatic illnesses, 
f they are important they must interact with other variables 
ithin the given individual to produce the specific dis- 
rders of anorexia and bulimia nervosa, as opposed to 
nother psychosomatic illness.
) Sociocultural Factors - Anorexia Nervosa
rbach (1985) argues that anorexia nervosa is almost
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exclusively a distress symptom associated with women and 
that there has been a dramatic rise in the incidence of 
anorexia over the last fifteen years (Crisp, Palmer &
Lacey, 1976) . This suggests therefore that both an 
analysis of the disorder and the possible treatment 
avenues must take into account the psychological construc­
tion of femininity in society, and the difficulties of the 
sassage from girlhood to womanhood in contemporary 
society.
feminist theorists (Gordon 1970, Mitchell 1972) have 
identified the family as the social transmitter of a 
ssychology of women. It is within the family structure, 
>articularly in the mother-daughter relationship, that a 
7oman learns her female social role, simultaneously with 
ler developing sense of self (Eichenbaum & Orbach,
.983).
'he psychological requirements of successful femininity 
or the adult woman today include three basic demands.
'he first is that she must defer to others; the second is 
hat she must anticipate and meet the needs of others; 
nd the third is that she must seek self definition." through 
onnection with others. The consequences of these require- 
ents are that by denying themselves, women are unable to 
evelop an authentic sense of their needs. .They become 
ependent on the approval of those to whom they give and 
re preoccupied with others' experiences ; the need for
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ffiliation means that many aspects of self are under- 
eveloped, producing insecurity, a difficulty in achieving 
utonomy and separation and a shaky sense of self. Thus, 
t is argued that social requirements and their consequences 
reate a particular psychology for women.
hy do women choose anorexia nervosa with its pathological 
ursuit of thinness as the vehicle by which to shore up 
be foundations of their selfhood? Part of the answer 
Duld well be that thinness is currently the idealised body 
Drm in western society, and has become associated by 
ashion with self control, beauty and success. There is 
trowing emphasis on weight reduction based on fashion’s 
leal figure and the current goal of improved health (Garner 
: al 1980).
number of contemporary writers have in fact linked recent 
)ciocultural pressures for thinness to the apparent 
icreased incidence of anorexia nervosa (Boskind Lodahl 
)76; Bruch 1973,1978; Selvini - Palazzoli 1974). 
iher sociocultural factors affecting women have been 
iplicated in the development of anorexia nervosa. For 
:ample, there has been an increased pressure on women for 
wider range of roles for vocational achievement. Selvini- 
lazzoli (1974) relates these new and often contradictory 
les for women as a potential factor in the increase of 
orexia nervosa. She feels women must maintain traditional 
andards for attractiveness while also rapidly assimilating
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the heightened demands for professional performance and 
success.
Bruch (1973) has also described the struggle to live up to 
perfectionist/unrealistic performance standards as a 
characteristic of people with anorexia nervosa, and it 
may be an important predisposition to the disorder.
It is, of course, important to emphasise what m,ight seem 
obvious - not all individuals exposed to these cultural 
pressures to perform, to be perfect and to be slim, develop 
eating disorders. Cases, for instance, of anorexia nervosa 
have been described throughout the past one hundred years, 
while cultural standards for thinness have varied. So, 
although the pressure toward thinness within the context 
of high performance expectations may be important factors 
in anorexia nervosa, the bulk of evidence suggests the 
disorder is mu 11i-determined (Garner & Garfinkel 1982) .
e ) Behavioural Model - Anorexia Nervosa
A major criterion for the diagnosis of anorexia nervosa is 
an intense fear of becoming obese. Because of this, 
anorexia nervosa has been conceptualised by some as a 
phobia. Crisp (1965) thinks that this fear of gaining 
weight represents a fear of developing an adult female 
sexual body and this actually represents a fear of the 
expressed adult female sexual behaviour.
Anorexia has also been conceptualised as an eating phobia. 
Eating generates anxiety and their failure to eat represents 
avoidance. The cessation of eating after ingesting a small
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portion of a meal (or removing it from the body by self 
induced vomiting) is reinforced by anxiety reduction, 
from such an analysis 2 treatment procedures suggest them- 
lelves: deconditioning the anxiety associated with eating 
ind/or shaping eating behaviour (and hence weight.gain),
>y making access to powerful -reinforcers contingent on 
ating (Brady & Reiger 1972).
here have been several studies assessing the efficacy of 
ehavioural techniques in treating anorexia nervosa (Brady 
Reiger 1972, Halmi et al 1974, Garfinkel et al 1977). 
eight gain was often achieved, but the long term outcome 
f the treatment was often not in itself estimated. Con- 
idering the multifactorial nature of anorexia nervosa, it 
s unlikely that short term weight gain is a sufficiently 
dequate measure of recovery from anorexia nervosa, 
arner & Bemis (1982) found in support of this, that the 
Drrelation between the initial response to the behavioural 
itervention and ultimate outcome appeared to be low, with 
any patients, who were discharged at normal weight levels, 
asuming anorexic behaviour patterns. Also, a majority of 
itients even within the 'recovered' categories showed 
.gns of psychiatric disturbance other than anorexia 
irvosa; most commonly depressive or obsessive compulsive 
•sorders, after lengthy follow up periods (Hsu et al 
'79, Sturzenberger et al 1977). In addition, most former 
tients in 'good' and 'poor' outcome categories continued 
evince abnormal eating patterns, preoccupation with
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weight and body image disturbances.
These findings suggest that this approach to treating 
anorexia nervosa, based on a straight behavioural model, 
is too simplistic. Although the behavioural approach may 
contribute to an explanation of etiology and symptomotology 
in anorexia nervosa, it is only a partial explanation 
rather than the whole story. The generally poor outcome 
of behavioural studies supports this.
d ) Behavioural Model - Bulimia Nervosa
At the present time behavioural models of bulimia are 
emerging: the eating-habit control model, the interpersonal 
stress model and the anxiety reduction model.
According to the eating habit control,model, described by 
Johnson & Brief (1983), bulimic nervosa patients have a 
deficit in knowledge or skill about how to maintain a normal 
weight through appropriate regulation of food intake and 
activity. The typical progression of the disorder involves 
the patient's attempts to lose weight with an unrealistic/ 
drastic diet. When this fails, the patient rebounds and 
binges (Wardle & Beinart 1981). The patient compensates for 
binge eating episodes with subsequent drastic diets and 
may use vomiting, which is further reinforced by its role 
in weight regulation. According to this model, the patient 
should be helped to resist urges to binge and to establish 
eating and exercise habits, realistic in the long term, by 
using behavioural weight control methods.
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ccording to the interpersonal stress model, binge eating 
s triggered by stressful antecedent events. Binge eating 
ills a void in the patient's interpersonal skills and 
oping strategies, and eventually develops into an all- 
urpose mechanism to regulate negative emotions. The 
atient in treatment should be helped to resist binge 
ating in times of stress, and to practise other stress 
educing behaviours instead (Fairburn 1981) . 
n contrast to the above, the anxiety reduction model 
roposes that vomiting drives binge eating, serving an 
nxiety reducing function/escape response. So to gain 
ontrol over the disorder, the problem must first be attacked 
com the vomiting side rather than the binge eating 
ide.
ccording to the anxiety reduction model, an exposure plus 
Bsponse prevention model of treatment for bulimia nervosa 
nould prove effective. The two basic ingredients of this 
treatment paradigm are (1) exposure to the feared stimulus 
1 the presence of a therapist; (2) prevention of the 
abitual escape response, i.e. vomiting. The effectiveness 
E this treatment approach was examined by Rosen & Leiten- 
2rg (1982). Their initial series of studies have been 
romising. However,a large scale controlled evaluation has 
)t been completed to date, neither has long term outcome 
sen estimated.
iterestingly, as well as the behavioural components of 
lerapy described above, another aspect of the treatment
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was directing the patients' attention to whatever anxiety 
provoking thoughts and sensations were induced in therapy.
A process of modifying 'irrational beliefs, using such 
techniques as challenging patients' misconceptions were 
used. As therapy progressed the patient was helped to 
reconceptualise the problem. It is thus difficult to say 
how much the outcome of the Rosen & Leitenberg intervention 
study was due to the exposure and response prevention 
approach, and how much was due to the more cognitive 
aspects of the therapy.
g ) Cognitive Model - Anexoria Nervosa
In Garner & Bemis (1982) follow up contact with former 
patients, a most striking finding has been the persistence 
of specific distorted attitudes and beliefs in some weight 
recovered patients who have been treated with a wide 
variety of techniques. This persistence of distorted 
thoughts and beliefs, even after weight gain, raises 
questions about the role of cognitive processes in the 
development and maintenance of anorexia nervosa.
A review of the literature reveals surprisingly little 
information about the role of cognitions in the disorder. 
However, some writers have emphasised the important role 
maladaptive cognitions play in the maintenance of the dis­
order (Bruch 1973, 1977, 1978; Se 1vini-Palazzo1i 1971).
Beck & Emery (1979) have suggested that the irrational ideas 
of anorexics might be an explicit target for intervention. 
This has led to the proposal of a cognitive behavioural
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approach to treatment, as well as the incorporation of 
cognitive methods, into a somewhat broader multidimensional 
psychotherapy for anorexia nervosa {Garner, Garfinkel &
Bemis 1982).
[t has been argued that a particular advantage of a cog­
nitive behavioural understanding of anorexia nervosa, is 
:hat it is not necessarily incompatible with other models 
:hat view the origin of the disorder as related to early 
levelopmental defects and faulty familial interaction 
jatterns (Garner & Bemis 1982).
’he cognitive model may be viewed as a proximal paradigm 
)f causal and maintaining factors. The flexibility of this 
lodel also fits well with the growing recognition that the 
disorder is multi-determined, in the sense that it may 
tevelop from the complex interaction of different predis- 
iosing factors with different individuals (Garfinkel & 
larner 1982) .
egardless of the theoretical orientation, most investigators 
ould accept that at some point causal factors converge at 
he patient's belief that 'it is absolutely essential that 
be thin'. Thus, much of the apparently bizarre and 
rrational behaviour observed in anorexia nervosa is the 
irect result of a set of beliefs, attitudes and assumptions 
bout the meaning of body weight.
he cognitive distortions that have been found to be 
haracteristic of anorexia nervosa include (1) the assump-
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t.ion that weight shape or thinness can serve as the sole/ 
predominant basis for inferring personal value or self 
worth; (2) the assumption that complete self control is 
necessary or even desirable; (3) the assumption that 
absolute certainty is necessary in making decisions.
These assumptions/convictions are not only the product of 
philosophies promoted by our society and transmitted 
through the family, but also reflect the patient's ideo- 
pathic cognitive distortions of data from her outside 
w orld.
Positive self reinforcement contributes to the maintenance 
of anorexia nervosa behaviour from the start, as patients 
experience the pleasure of successful weight loss and con­
gratulate themselves for the self discipline, sense of 
mastery, self control and competence it represents. This 
self reinforcement has such a profound effect because it 
occurs within the context of feelings of inadequacy in most 
other areas of functioning. (Bemis 1983, Garner & Bemis 
1982).
Gradually a corollary anxiety about eating and failure to 
lose weight becomes more prominent, developing into a phobic 
orientation towards food and weight gain. The additional 
component of these negative thoughts further strengthens 
the anorexic system through the negative reinforcement of 
avoiding feared situations.
Bandura emphasises the important role of cognitive factors 
in perpetuating avoidance behavioui s., noting that in extreme
20.
;ases behaviour is so powerfully controlled by bizarre 
.nternal contingencies that neither the beliefs nor the 
iccompanying actions are much affected, even by extremely 
(unishing environmental consequences (Bandura 1978). 
limilarly. Beck (1970) argues that hyperactive cognitive 
ets may operate in a manner that is largely autonomous 
rom outside stimuli; governed by internal imperatives to 
void, individuals are insulated from information and 
xperiences that could modify their beliefs, 
espite pronounced differences in theoretical orientation 
etween, for instance. Garner & Garfinkel & Bruch's writings 
n anorexia nervosa, the characterisation of the thera- 
eutic task in anorexia nervosa, in both psychotherapy and 
ognitive behavioural treatment correspond remarkably. 
Psychotherapy is a process during which erroneous assump- 
ions and attitudes are recognised, defined and challenged 
o that they can be abandoned. It is important to proceed 
low,ly and to use concrete small events or episodes for 
llustrating certain false assumptions/illogical deductions»' 
Bruch 1978).
) Cognitive Model - Bulimia Nervosa
t has been noted that one of the most striking features 
E bulimia nervosa, as with anorexia nervosa, is the inten- 
Lty and prominence of these patients' dysfunctional beliefs 
id values, concerning their shape, food and weight (Fair- 
irn 1985). This psychopathology is peculiar to these
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lisorders and their variants and has been described as 
a morbid fear of fatness' (Russell 1979); 'pursuit of 
ihinness' (Bruch 1973); or a 'weight phobia' (Crisp,
967).
liven the presence of this specific psychopathology, most 
»ther aspects of these conditions become intelligible. In 
»ulimia, the extreme dieting, the vomiting and laxative 
ibuse, the preoccupation with food and eating, the sensi- 
ivity to changes in shape and weight and the frequent 
'eighing/total avoidance of weighing, are all comprehensible 
•nee it has been appreciated that these patients believe 
hat their shape and weight are of fundamental importance, 
ind that both must be kept under strict control. Even the 
pparently paradoxical binge eating can be understood in 
ognitive terms, since it seems it may represent a second­
ly response to extreme dietary restraint ( Polivy et al,
984.) .
t is thought that these beliefs and values appear to be 
f primary importance in the ^maintenance of the condition, 
ather than merely being symptomatic of bulimia. It is 
herefore likely that change in this specific psychopathology 
s a prerequisite for full recovery (Fairburn 1984). Thus, 
s with anorexia nervosa, a cognitive behavioural treatment 
or bulimia has been developed that is designed to produce 
uch behavioural change. Fairburn et al (1986) compared 
cognitive behavioural approach with a form of short term 
ocal psychotherapy in the treatment of bulimia nervosa.
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t was found that the cognitive behavioural approach was 
uperior to short term focal psychotherapy in terms of 
ts effects on the patients' overall clinical state, their 
eneral psychopathology, social adjustment and their 
ssessment of their outcome.
.5 Rehm's Self Control Model
le eating disorders of anorexia and bulimia have certain 
roperties which makes the development of a theoretical 
Ddel for these disorders particularly difficult. In the 
Linical literature, these terms refer to syndromes which 
icompass a broad set of symptoms.
specially notable is the diversity among cognitive 
fmptoms. Accounting for these distinctive cognitive 
rocesses and integrating them with the various overt-motor 
îhaviours, characteristic of anorexia or bulimia nervosa, 
:e desirable features of any model of these disorders, 
le model should also provide a framework for hypotheses 
)out the etiology of anorexia and bulimia and should serve 
; a heuristic device for the development of means of 
eating these disorders. With these requirements for any 
leoretical model of anorexia/bulimia in mind, Rehm's self 
>ntrol model will be outlined in general. Its suitability 
I a framework for considering the problem of eating dis- 
ders will also be explored. But first it is necessary 
' outline certain underlying assumptions that have been
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lade regarding the model, to give the reader the necessary 
:ontext for following this presentation.
'or this model specifically, the assumption is made that 
elf control is a process by which an individual alters 
he probability of a response in the relative absence of 
mmediate external supports. Three processes of self 
ontrol are postulated in a feedback loop: self monitoring, 
elf evaluation and self reinforcement.
t is activated when the smooth flow of ongoing behaviours 
s disrupted. This disruption is assumed to serve as a • 
ignal to engage the self regulatory cycle, beginning with 
be self monitoring stage.
) Self monitoring
E the situation is categorised as one in which disruptions 
iinly result from the person's own behavioural incompet- 
ice/inability, self monitoring will continue, 
îlf monitoring involves observations of one's own behav- 
)ur, along with its situational antecedents and its con- 
îquences. It involves not only a passive perceptual 
rareness of events, but a selective attention to certain 
asses of events and the ability to make accurate discrimi­
nations. Deficits in self control may therefore exist 
the manner in which individuals customarily self monitor 
d represent one potential form of maladaptive self control
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b) Self Egaluatdion
Prior to comparing the current behaviour with a standard- 
self evaluation (SE), it must be decided how salient the 
monitored behaviour is to a current concern. Once salience 
las been ascertained, a discrimination is made between 
short term (ST) and long term (LT) concerns. (ST) con- 
:erns centre around the performance of behaviours relevant 
>nly to the immediate situation, or to specific limited 
foals, especially as they affect the person's standards 
:or personal conduct in a wide range of situations. 
Performance criteria against which behaviour is compared 
n this stage represent personal norms, but are heavily 
nfluenced by past experiences, the person's reinforcement 
istory, physical skills and abilities and prevailing 
ocial norms (Bandura 1976, Kanfer & Karoly 1972, Mischel 
973). It is important to note that both the contents and 
mportance of the criteria in the SE stage will differ 
or ST and LT concerns. For the former, the standards 
elate only to'the situations, whereas LT concerns often 
rovide an idealised perception of the person's behavioural 
Dtential against which the monitored behaviour is compared 
n either case the appropriate standard is accessed for 
Dmparison with the monitored behaviour in the self eval- 
ation stage. Criteria may or may not be realistic, 
^appropriately selected internal criteria may therefore 
^present another specific type of deficit in self control 
îhaviour.
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luring SE the sequence continues to the next stage. The 
lonitored behaviour is further evaluated with regard to 
he causal attribution of its consequences, either to the 
erson or to situational components. Basically, a decision 
ust be made about the degree to which environmental factors 
r personal factors have brought about the consequences of 
he specific monitored behaviour. The kind of factors 
hat have been noted in the literature include the person's 
bility to do the task, the effort given to the task, task 
ifficulty and the luck involved.
f the behavioural consequences are attributed at all to 
srsonal factors, the self regulation process should pro­
sed. Of course differentiating here between internal and 
eternal attributions,- like the differentiation between 
r and LT concerns, does not suggest the existence of 'pure 
fpes' in the real life situation.
- is. also important to note that causal attributions for 
ie outcome in a situation need not correspond to the 
:tual state of affairs. In fact environments that encourage 
shavioural patterns that permit self labelling of infer- 
)rity or helplessness can generate self descriptions and 
landards and erroneously provide attributions of helpless- 
iss and inadequacy in situations in which the person is 
)t responsible for outcomes. These self labels and stan- 
irds can further cue escape and avoidance responses that 
event persons from engaging in behaviour in which they
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have previously been successful or which they could carry 
out effectively (Langer & Benevento 1978). Because 
individual differences in making internal attributions 
exist, self attributiona1 deficits are another potential 
type of maladaptive self control behaviour.
c ) Self Reinforcement
The Self Regulatory process continues on to self reinforce­
ment (SR) stage, provided the behavioural consequences 
are attributed internally. If the behaviour meets or 
exceeds the accessed standard, positive self reinforcement 
would follow. Self control may be maladaptive in terms of 
self reward patterns.
The extent of the discrepancy becomes important. If ST 
standards have been accessed and causal attribution made 
to the person's current effort, rather than to general 
ability or skill, a mild discrepancy between monitored 
performance and the standard may occur. This should result 
in self-criticism of a constructive nature. Repetition 
of the sequence and attempts to resolve the situation by 
increased effort or by attempts to alter the situation 
toward a more favourable situation would be expected. The 
consequence of such failure experiences and their evaluation 
should therefore be temporary and constructive.
If there is repeated failure in similar situations or if 
there is a large change, such as an incapacity due to 
increased age or illness, the individual's repertoire is
27.
seriously limited and previously successful coping can 
no longer be carried out. With increasing frustrations, 
disappointments and failures, the person is more likely 
to invoke criteria that reflect personal chacacteristics 
or competence. Invocation of such standards that results 
in a comparison between current performance and a general 
criteria of adequacy, and a!ny outcome that reflects a 
serious failure to attain the self generated standard, 
would further confirm the person's attributed inadequacy 
and discourage the individual from positive action to 
ameliorate the situation. This could result in termination 
Df the behavioural sequence. The result is a reduction 
Ln the frequency of the behaviours that have previously 
lad high potential for reinforcement (Ferster 1973). Self 
control may be maladaptive in terms of self punishment 
patterns.
..6 Depression and Rehm's Self Control Model 
’he model of self control outlined above is detailed enough 
:o serve as a heuristic model for studying different 
>sychological problems with regard to symptomotology, etio- 
ogy and therapy. Specific deficits at different stages 
if self control may be seen as the basis for a specific 
lanifestation of the disorder.
his can be seen in people with depressive disorders where 
t least six deficits in self control behaviour have been 
dentified in the clinical literature. Self monitoring
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eficits include selective monitoring of negative events 
Wener & Rehm 1974) and selective monitoring of immediate 
s opposed to delayed consequences of behaviour (Rehm & 
lakQsh 1975). Wener & Rehm (1975) found that depressed 
ersons were influenced to a greater extent by both high 
nd low rates of immediate reinforcement, 
tringent self evaluative criteria is a characteristic of 
epressives (Bandura 1971). Depressed people also fre­
cently fail to make accurate attributions of causality 
sgarding performance outcome.
) Implications of Rehm's Self Control Model for 
Depression
lere are many implications for the symptomotology, etiology 
id treatment of depression. Regarding symptomotology, for 
{ample, monitoring negative events is reflected in the 
Bssimism;-.. and negative view of the world, the future and 
le self which characterises depression. Reports of lack 
: motivation and hopelessness about the future reflect 
le tendency of depressives to self monitor immediate 
insequences to the exclusion of delayed consequences, 
iringent self evaluative criteria are directly reflected 
1 setting unrealistic goals and result in attitudes of 
ick of self esteem and negative self evaluation. Inappro- 
riate attribution of internal responsibility is reflected 
1 the helplessness found in depressives.
igarding etiology, since self reinforcement is considered
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to be a supplement to external reinforcements, a loss or 
lack of either may produce depressed behaviour.
The model has a number of implications for psychotherapy 
with depression. A behavioural treatment programme for 
depression based on the self control model has been 
developed and evaluated by Fuchs & Rehm (1977). Reports 
on self control and behavioural measures favoured the 
self control therapy over placebo therapy and waiting 
list controls.
1.7 Self Control in Relation to Anorexia Nervosa and 
Bulimia Nervosa
Self control deficits in other areas have recently become 
an important focus of behavioural/cognitive research.
"Jith regard to eating disorders, the importance of self 
zontrol deficits in the maintenance of eating disorders is 
becoming more recognised. Evidence to date tends in general 
:o relate to problems in self control, particularly to 
)ulimic eating. Weiss & Ebert (1983) assessed people with 
>ulimia nervosa and controls using the Nowicki-Strickland 
jOCUS of Control Inventory. They found that bulimics scored 
ignificantly lower than controls in the belief that they 
ad control over their lives. Outside forces such as 
owerful others and chance were regarding as controlling 
actors. 'Fear of not being able to stop eating colun- 
arily' is in fact a diagnostic criterion for bulimia
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fithin DSM-III, placing the person’s anticipated loss of 
;elf control at the heart of the disorder.
I number of investigators- have, however, also commented 
ipon the importance of rigid self control in anorexia, 
s a way of expressing the patient's ability to refrain 
rom eating (Bruch 1977, Crisp & Bhat 1982, Slade 1982, 
trober 1980).
or example, McLaughlin et al (1985) compared groups of 
norexics, bulimics and non eating disordered control 
ubjects on a number of tests measuring impulse control, 
utonomy and perceptual field dependence. The anorexics 
isplayed significantly greater rigidity of control than 
he control subjects. Both bulimic and anorexic groups 
ere significantly more field dependent than the control 
roup, suggesting a diminished capacity for autonomous 
auctioning in patients with these disorders, 
le results are seen as supporting Bruch's thesis that 
lorexics manifest a rigid overcontrolling ego style as a 
)mpensation for a deficit in self directed autonomy, 
ilimic patients appear to experience a similar deficit 
1 their capacity for autonomous functioning, but their 
ithod of compensating for this appears to differ from 
lorexia, at least regarding this issue.
‘search into self control deficits tends to have had a 
irrow focus, e.g. assessing only the role of impulsivity 
1 describing deficient self control. However, it is now
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bought by some researchers that self control depends on 
everal factors, at least under usual human circumstances, 
onsequently, a variety of broader based models than 
bove are appearing in the literature, 
or instance, Heilbrun et al (1979), following factor 
nalysis of performance on a number of cognitive measures 
dministered to alcoholics and controls, identified 3 
ognitive factors t±:at might relate to an alcoholic's problems 
n controlling their drinking. These factors were looked 
t in relation to both anorexia and bulimia (Heilbrun et 
1 1986).
nese factors included impulse control - meaning the 
Tipaired ability to inhibit a response, given both an 
istigation to act and a deterrent to action. Internal 
ranni.ng was another factor, i.e. the extent to which a 
Brson is sensitive to internally generated cues and utilises 
/ailable information. A third factor, self reinforce- 
?nt effectiveness, was also identified, i.e. this reflects 
)w well individuals determine their own future behaviour 
Trough self reward/punishment of past behaviour or anti- 
.pated action.
îsults from the examination of impulse control and internal 
ranning deficits in relation to anorexia/bulimia nervosa 
ire as follows: Females displaying bulimic tendencies 
ire less capable of cognitive impulse control and more 
.mited in their scanning of internal cues than controls.
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There were, however, no significant deficits in these 
areas, when people with anorexic tendencies and controls 
were compared. However, these negative results in the 
anorexia analysis may well have resulted from imperfect­
ions in methodology.
These include only using an eating questionnaire to define 
the bulimic and anorexic groups within an unselected 
sample of college females. The above median scorers on 
the EDI will not vividly portray the personality charac­
teristics of bulimics and anorexics that become clinical 
patients. The positive correlation between the bulimia 
and anorexia measures within the questionnaire, although 
warranted by the frequent overlap of symptomatology, is 
less than ideal when differential behaviours are being 
sought. Possibly, if clinical bulimics had been compared 
with normal controls, an even clearer demonstration of 
self control deficits would be seen. Similarly, if 
slinical anorexics were compared with normal controls, a 
demonstration of self control deficits may then become 
ipparent.
 ^ more widely known model of self control, particularly 
:or its application to depression, is Rehm's model. The 
ipplication of this model in the area of eating disorders 
rould therefore be of interest, particularly as the liter­
ature suggests an association of sorts between depressive 
nd eating disorders.
33.
• 8 Depression and Eating Disorders
here has been considerable controversy over the years 
bout whether anorexia nervosa exists as a discrete dis- 
rder or whether it represents a variant of another psy- 
hiatric illness sharing common mechanisms, e.g. schizo- 
hrenia, obsessive neurosis, hysteria or affective dis- 
rder. Of these, the most frequent has been that anorexia 
s an expression/form of affective illness, since depression 
s a common feature (Meyer & Weinroth 1957). 
t is easy to see why blurring between the syndromes may 
:cur, since many depressive-type symptoms such as low self 
3teem, hopelessness, loss of interests and social with- 
:awal are common to the two disorders. Kay (1953) noted 
depressive mood' in 50% of his anorexic patients and 
)llins & Piazza (1978) reported depressive symptoms in 
)% of their sample.
: has also been suggested that the use of tricyclic anti- 
‘pressants to treat both depression and anorexia nervosa 
irther link these illnesses (Needleman & Wqber 1976). 
iwever, there is no controlled double bind investigation 
ilineating the efficacy of these medications in anorexia 
id even if there were, it would be fallacious to conclude 
mmon mechanisms for the disorders based on similar drug 
sponses.
may be that although there is an association between 
orexia nervosa and depression, it is too simplistic to
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>ay that they are both purely linked by being different 
expressions of an affective disorder. It is often for­
gotten for instance that symptoms of dysphoric mood are 
:ommon in chronic illnesses like anorexia and cannot be 
egarded as a primary depressive syndrome. In addition,
.f depression is diagnosed by signs and symptoms on a 
tructured interview or rating scale, anorexics may 
requently be so classified simply by virtue of symptoms, 
ome of which are induced by starvation.
arner & Garfinkel (1982) state that the fundamental drive 
or thinness which dominates the anorexic's clinical 
icture warrants a separate classification of the illness, 
owever, at the same time, they concede that the reported 
ncrease in relatives with primary affective disorder may 
epresent a predisposition to the illness, either via 
enetic or psychological mechanisms.
s with anorexia, a similar relationship between depression 
nd bulimia is thought to exist. (Allerdissen et al 1981, 
oskind Lodahl & Sirlin 1977, Herzog 1982 Pyle et al 1981, 
usseU 1979, Weiss & Ebert 1983). Williamson et al (1987) 
ound that bulimics differed from normal controls on 
easures of depression and that there was a positive 
orrelation between depression and purging. This suggests 
hat severity of bulimia may be associated with additional 
sychopathology.
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..9 Eating Disorders & Rehm's Self Control Model 
l) Possible Implications for Eating disorders 
'he model is flexible enough to fit in with the increasing 
ecognition that eating disorders are multidetermined in 
hat they develop from the complex interaction of different 
redisposing factors with different individuals (Garfinkel 
Garner 1982). These factors may be biological, environm­
ental or developmental. The presence of self control 
eficits should not exclude the influence of these other 
actors.
ith regard to symptomotology in both anorexia and bulimia 
ervosa, there is a lack of motivation which may be due to 
tendency to self monitor negative events and immediate 
onsequences to the exclusion of delayed consequences, 
his may also help to explain the reports of hopelessness 
ound in anorexics.
tringent self evaluative criteria may help to explain the 
ack of self esteem found in anorexia and bulimia. Self 
steem is closely bound here to external standards for 
ppearance and performance.
t may also help to make sense of body image dissatisfaction, 
he setting of unrealistic achievement expectations, e.g. 
sight goals and the resultant bingeing, purging and 
tarving which are all desperate attempts to control/reduce 
sight.
le inappropriate attribution of responsibility may also
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be a help in understanding the anorexic's misperception 
of affective and visceral sensations and her sense of 
personal mistrust in herself. It may also erroneously 
provide attributions of hopelessness and inadequacy in 
situations in which the person is not responsible for 
outcome.
Because a bulimic/anorexic patient may selectively monitor 
negative feedback and set stringent self evaluative 
criteria, potentially effective behaviour in a situation 
may also be suppressed by excessive self punishment. The 
result of this is a reduction in the frequency of the 
cehaviours that have previously had high potential for 
reinforcement. This is seen in anorexia with their narrowing 
Df interests and social withdrawal.
Che model also has a number of implications for therapy 
vith eating disorders. The clinical literature suggests 
:he major therapeutic task to be the recognition, definition 
ind challenging of erroneous assumptions and attitudes, so 
:hat they can be abandoned/modified. Accordingly, using 
:his approach to look at such factors as attributions of 
:ausality and stringency of self evaluative criteria may 
>e potentially worthy avenues of exploration with anorexics 
ind bulimics.
>) Aims of Research
Istablishing the relationship between cognitive self control 
actors and the syndromes of anorexia and bulimia nervosa
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was the primary purpose of this study. A number of pre­
dictions based on such sources as accounts of previous 
research exploring self control factors in anorexics and 
Dulimics were therefore tested:
:) Predictions
L. People with tendencies towards having an eating dis­
order (total EDI score > 30) (HEDI) would have a 
greater preference for small but immediate, as 
opposed to larger but delayed, reinforcement than 
people who did not have tendencies towards having 
an eating disorder (Total EDI scores—  25) (LEDI)
I. HEDI scorers would have more stringent self evaluative 
criteria than LEDI scorers i.e. HEDI scorers would be 
more likely than LEDI scorers to have a less realistic 
goal for success.
HEDI scorers would be more heavily influenced by high 
and low rates of immediate reinforcement than LEDI 
scorers, i.e. HEDI scorers assigned to an 80% rein­
forcement schedule would display a shorter latency 
of responding than.LEDI scorers assigned to the same 
reinforcement schedule. Conversely HEDI scorers 
assigned to a 20% reinforcement schedule would display 
a relatively longer latency of responding than LEDI 
scorers assigned to the same reinforcement schedule. 
HEDI scorers are more likely than LEDI scorers to 
assess themselves as having performed less well.
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whether they have been assigned to a low or high 
reinforcement schedule, 
i. HEDI scorers are more likely to make excessively 
external attributions of causality and excessively 
internal attributions of causality than LEDI scorers
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CHAPTER 2
METHODOLOGY
!. 1 Research Design Overview
‘here were sixty one subjects in the initial pool of 
olunteers. The Eating Disorder Inventory (EDI) and Beck 
repression Inventory (EDI) were utilised as screening 
evices to select subjects for the research who were eating 
isordered but non depressed, as well as non eating dis- 
rdered, non depressed.
hirty three subjects were selected from this pool, who 
ere both suitable and willing to participate in the experi- 
ental paradigm. These subjects were divided into two 
roups - high EDI scorers (HEDI) and low EDI scorers (LEDI), 
ubjects in each group were randomly assigned to either a 
igh or low reinforcement schedule and the effect of this 
n a.number of self control dimensions were measured.
.2 Description of Subjects and Screening Devices 
ascription of Initial Sample
ibjects were drawn from venues which included dance, aero- 
Lcs and psychology courses. There was a mixture of under- 
id post-graduates, as well as some university staff.
.most all came from white, middle class backgrounds.
le Screening Devices
The EDI (Garner, Olmstead & Polivy 1983) assesses the
41.
>sychological characteristics relating to anorexia nervosa 
ind bulimia. It is a 64 item, self report, multiscale 
leasure. The eight scales are Drive for Thinness, Bulimia, 
tody Dissatisfaction, Ineffectiveness, Perfectionism, 
nter-personal Distrust, Interoceptive Awareness, Maturity 
'ears.
Validity and Reliability of the EDI
larner et al (1983) report evidence supporting both the 
eliability (internal consistency) and validity of the EDI. 
:egarding validity, several indices of this were presented, 
his includes the successful differentiationwifb little 
verlap of anorexics from overweight females, formerly 
verweight females, college women preoccupied with their 
eight, female college students in general and a female com- 
arison group. Patient self report subscale scores agree 
ith clinicians' ratings of subscale traits. Convergent 
nd Discriminant validity have also been established for 
11 subscales.
or reliability, an alpha internal consistency coefficient 
f at least 0.8 was attained for each scale.
The BDI (Beck et al 1961) measures quantitatively the 
ntensity of the behavioural manifestations of depression, 
he items in the inventory axe primarily clinically derived 
nd comprise twenty one categories of symptoms and atti- 
udes. The choice of items does not reflect any theory 
egarding the etiology or the underlying psychological
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rocesses in depression. 
eliability and Validity of the BDI
he high correlation coefficient on the split half item 
nalysis and the significant relationship between the 
ndividual category scores and the total scores indicate 
he instrument is highly reliable. The highly significant 
slationship between the scores on the inventory and the 
linical ratings of Depth of Depression; also its power to 
aflect clinical changes in the Depth of Depression, indi- 
ate the validity of this instrument.
ascription of Subsequent Sample
ie thirty three subjects who were eventually chosen had 
1 average age of 23.4 years; average height was 5 ’5" and 
id average weight of 8st. 71bs. Their range of EDI scores 
is 3-92 (median = 30). The scores of the HEDI group
inged from 30-92. The scores of the LEDI group ranged
:om 3-25. Subjects who scored 26-29 inclusive were 
[eluded from the sample, so as to make potential differences 
îtween the groups as great as possible.
) assumption is made that the females who fell in the high
:oring group were bulimic /anorexic, as would be determined 
' formal clinical diagnosis. It is assumed that this 
oup bears similarities in their eating behaviours and 
ychological make-up to females having these clinical dis-
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orders. Evidence of continuity in personality character­
istics associated with bulimia has been reported in a 
recent study of college females (Katzman & Wolchik 1984).
Jnused Subjects
)f the twenty eight people who did not take part in the 
experimental paradigm, eight people who completed the 
luestionnaire and were deemed suitable for the experiment 
refused to take part. These people were similar to the 
ixperimental subjects in height (mean height = 5*6"); age 
mean age = 22.2 years); but were heavier in weight (mean 
eight = 9st. 12 lbs). Ten individuals were deemed unsuit- 
ble for the experiment due to their Beck Score being 
T>10). Of these seven had EDI scores (T>50). A further 
en were unable to be contacted to participate in the sub- 
equent study.
.3 Research Design of Experimental Procedure 
ixteen subjects in both the HEDI and LEDI group were 
ssigned to a low reinforcement schedule of 20%; the rest 
E the thirty three subjects were assigned the high rein- 
)rcement schedule of 80%.
le selection of performance levels in the range of 20-80% 
)rrect was based on the results of a study by Milech & 
‘asdale (1984), which indicated that the subjective per- 
iption of objective measures of performance outcome was 
near with performance outcome in this range.
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The large discrepancy in the choice of performance levels 
at 20% and 80% correct is again based on the study that 
subjects' attributions were not linearly related to their 
level of success. So, the attributions of their subjects 
having performance levels in the range of 10 - 50% correct 
were similar, but different from the subjects having per­
formance levels in the range 70 - 90% correct.
The effect of this high and low reinforcement rate on a 
number of self control dimensions was measured in people 
with tendencies towards being eating disordered and those 
who were not.
An approach previously utilised for this purpose by Mener 
& Rehm (1978) was adopted. The mean response latency of 
each subject was recorded on a pseudosocial intelligence 
task, so as to assess the differential effects of an 80% 
and 20% reinforcement rate on response latencies.
To assess the stringency of the criteria being used for 
self evaluation of performance, each subject was asked to 
state before doing the computer task, on how many task 
items she thought she could achieve a successful perfor­
mance. After task completion, each subject was asked to 
state how many task items she thought she had been success­
ful with, i.e. had the internal standard regarding perfor­
mance expectations been met.
Each subject was requested to base her self-evaluative 
criteria on her own capability to do the task, as opposed 
to other people's capability.
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o assess attributions of causality regarding performance, 
everal measures were used as there is no clear consensus 
mong researchers as to which of several measures is most 
ppropriate (e.g. Frieze 1976, Miller et al 1981). Four 
restions directly measured subjects' attributions to 
auses which Heider (1958) and later Weiner et al (1972) 
ssumed to be important. Thus subjects were asked to rate
le extent to which their performance was due to luck,
Dility, and task difficulty. In addition, subjects rated 
le extent to which their performance was due to personal
actors and situational influences. The validity of the
ask was also assessed, i.e. its success in enabling sub­
sets to use their ability for this sort of task. 
ie subject's preference for immediate/delayed reinforcement 
as assessed using an approach based on one adopted for 
lis purpose by Mischel (1961). He found that simple and 
Lrect measures of reinforcement preference, in which smaller 
at immediately available rewards are pitted against larger 
at delayed rewards, may be effectively used to test parti- 
alar patterns of reinforcement preference.
2 used different measures of this type in his study but 
ily one of the measures was used here. Each subject was 
;ked if she would rather receive £10 now or wait for one 
)nth and get £20.
4 Procedure '
ibjects who were both suitable and willing to participate
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ï the experiment proper each attended individual laboratory 
issions with the experimenter. The experimental paradigm 
IS given in this setting, with the self control dimensions 
sing assessed in the following order: assessment of per- 
)rmance outcome by subject before administration of the 
isk; assessment of preference for either immediate or 
ilayed reward; assessment of the effect of differential 
ites of immediate reinforcement on response latency; 
jsessment of self perception of performance outcome by 
ibject; assessment of attribution of causality regarding 
srformance outcome.
le experimenter sat beside the subject who was facing the 
imputer screen. There were 39 stimulus words, the first 
lur being examples. Each stimulus word was presented on 
le screen with three associated words beneath it, in the 
allowing array:
? main stimulus word
? ? ? associated words
afore each array of words was presented, a prime of 'Get 
sady' was flashed on the screen. On the table in front 
E the subject was a row of three buttons mounted on a 
loden block. Each button corresponded to an associated 
3rd.
le following instructions were read to the subject by the 
tperimenter and were adapted from instructions given for 
similar experimental task by Mener & Rehm (1975):
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'The purpose of this study is to investigate the general 
ability known as social intelligence. It has been shown 
that persons rating high on this ability are potentially 
more successful in their interpersonal relationships than 
are those who do not have high ratings. This study is 
conceived with that specific part of social intelligence 
called 'interpersonal empathy', the ability to know what 
others are thinking and feeling. You will be shown a list 
of 39 words. Each of these words will be presented with 
three other words underneath. The task is to decide which 
of these three words a group of students most associated 
with the first word appearing on the screen. Once the 
decision is made, the appropriate button should be pressed, 
The choice of button indicates the choice of association 
Deing: made by the subject. It is important to remember 
bhat this word will not necessarily be the one which you 
fould associate with it, but the one which most of the 
students would associate with it. The correctness of the 
response is based on the associations of these students. 
Some associations are harder to see than others. You will 
)e given a random selection of words regarding degree of 
iifficulty. Are there any questions?'
before subjects pressed a button to begin the experiment, 
:hey were asked the following questions:
?he first one to assess the stringency of subject's self
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evaluative criteria was: "You have heard what the task 
entails from the instructions - for how many of the words 
lo you think you will make the right choice?"
'he second one to assess preference for immediate or delayed 
einforcement was: "If given a choice of reward for taking 
>art in this experiment, would you take £10 now or delay 
*ne month and take £20?"
ifter the computer game was finished, subjects were asked 
he following question:
'he first one to assess subject's self perception of their 
erformance outcome was: "Now that you have done the task, 
or how many of the word items have you made the right 
hoice?"
he second set of questions involved assessing the attri- 
utions of causality regarding performance outcome and were 
s follows:
How much do you think your ability has influenced how you 
ave performed on the task?"
How much do you think the effort you put in has influenced 
ow you have performed on the task?"
How much do you think that luck has influenced how you 
ave performed on the task?"
How much do you think the difficulty of the task has
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influenced your performance?"
"How much have personal factors influenced how you have 
performed on the task?"
"How much have situational factors influenced how you 
have performed on this task?"
"To what extent has the task been an accurate reflection 
of your ability to do it?"
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CHAPTER 3
RESULTS
i) Prediction
eople with tendencies towards having an eating disorder 
Total EDI s c o r e ^ 30) (HEDI group) would have a greater 
reference for smaller but immediate as opposed to larger 
ut delayed reinforcement, than people who did not have 
endencies towards having an eating disorder (Total EDI 
core6z25) (LEDI group).
our percent of the HEDI scorers expressed a preference 
or immediate as opposed to delayed reinforcement compared 
o twelve percent of the LEDI scorers.
ii) Prediction
EDI scorers would have more stringent self evaluative 
riteria than LEDI scorers, i.e. HEDI scorers would be more 
ikely than LEDI scorers to have a higher and less realistic 
oal for success.
negligible difference in means between HEDI scorers 
yi = 55.6, SD = 17.1) and LEDI scorers (M = 60.6, SD =15.3) 
ailed to achieve statistical significance using the T-Test 
t= (33) = - 0.890, NS). So, HEDI scorers were not found 
D have more stringent self evaluative criteria than LEDI 
zorers.
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iiii) Prediction
lEDI scorers would be more heavily influenced by high and 
LOW rates of immediate reinforcement than LEDI scorers,
,.e. HEDI scorers assigned to an 80% reinforcement schedule 
fould display a shorter latency of responding than LEDI 
icorers assigned to the same reinforcement schedule. Con­
versely HEDI scorers assigned to a 20% reinforcement 
ichedule would display a relatively longer latency of res­
ending than LEDI scorers assigned to the same reinforcement 
chedule.
'he Statistical Analysis used here is a two-way Anova.
'hat is, it is a two-way between subject design with EDI 
high and low) and reinforcement (high and low) as the 
ariables. All subsequent Anovas follow the same 
ormat.
able I reports the mean latency of responding for the LEDI 
nd HEDI group. A two way Anova on subjects' latency res- 
onses revealed that the rate of reinforcement had a signi- 
icant effect on the latency of responding (F = 4.99, d.f 
1.00, P < 0.03). However, it failed to reveal significant 
ifferences in latency of responding between the HEDI and 
EDI group (P> 0.05). Nor was there an interaction effect 
f the EDI group and reinforcement schedule on response 
atency (P> 0.05). See Table I for further details of 
nalysis.
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TABLE I - Effect of EDI groups and reinforcement schedule 
on .response latency
MEAN TABLE
REINFORCEMENT 
EIGHTY TWENTY
HIGH 4.74 6.70
EDI
LOW 4.71 6.22
SUMMARY TABLE
SOURCE OF VARIATION S3 DF MS f ; SIG
EDI 0.52 1.00 0.52 0.11 0.75
RT 24.79 1.00 24.79 4.99 0.03
EDI X RT 0.43 1.00 0.43 0.09 0.77
WITHIN CELL ERROR 143.94 29.00 4.96
TOTAL 169.67 32.00
(iv) Prediction
HEDI scorers are more likely than LEDI scorers to assess 
themselves as having done less well, whether they have been 
assigned to a high or low rate of reinforcement.
TABLE II reports the mean assessment of self perception of 
performance outcome (in percentage form). A two-way Anova 
on subjects' self perception of outcome revealed that the 
rate of reinforcement had a significant effect on this
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perception (F = 4.32, d.f = 1.00, P. <0.04). However, the 
same analysis failed to reveal significaht differences 
between the HEDI and LEDI groups (P> 0.05). Nor was there 
an interaction effect of the EDI group and reinforcement 
schedule on self perception of performance outcome (P> 0.05) 
See Table II for further details of analysis.
TABLE II - Effect of EDI groups and reinforcement schedule 
on response latency
MEAN TABLE
EDI
HIGH
LOW
REINFORCEMENT 
EIGHTY TWENTY
59.11 38.12
65.00 55.00
SUMMARY TABLE
SOURCE OF VARIATION SS DF MS F SIG
EDI 1066.00 1.00 1066.00 2.33 0.13
RT 1975.14 1.00 1975.14 4.32 0.04
EDI X RT 248.29 1.00 248.29 0.54 0.53
WITHIN CELL ERROR 13273.76 29.00 457.72
TOTAL 16563.19 32.00
(v) Prediction
3EDI scorers are more likely to make excessively external
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ittributions of causality and excessively internal attri­
butions of causality than LEDI scorers.
'wo way Anovas were performed on the following possible 
ittributions of causality relating to performance outcome: 
ability to do the task, effort made to do task, validity 
>f task, personal factors - all internal attributions - 
ituational factors, task difficulty and luck - all 
xternal attributions.
nalysis of the extent to which ability to do the task was 
erceived to influence performance outcome revealed that 
here was a significant effect of the EDI' group on how’ 
bility was seen by subjects as influencing performance 
utcome (r = 5.7 3; d.f = 1.00, 0.02) . See Table III
or further details.
ABLE III - Relationship between ability and performance outcome 
EAN TABLE
REINFORCEMENT 
EIGHTY TWENTY
HIGH 40.56 32.50
DI
LOW 61.25 55.62
UMMARY TABLE
OURCE OF VARIATION S3 DF MS F SIG
DI 3950.01 1.00 3950.01 5.73 0.02
T 385.01 1-00 385.01 0.56 0.53
DI X RT 12.15 1.00 12.15 0.02 0.89
ITHIN CELL ERROR 19981.60 29.00 689.02
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Analysis of the extent to which the amount of effort put 
in to the task was perceived to influence the performance 
outcome, revealed that the interaction between the reinfor­
cement schedule and EDI group had a significant effect on 
how amount of effort was perceived by subjects to influence 
performance outcome (F = 4.19^ d.f = 1.00, P<0.05). See 
Table IV for further details.
TABLE IV - Relationship between effort and performance out­
come
MEAN TABLE
REINFORCEMENT 
EIGHTY TWENTY
HIGH 47.78 37.50
EDI.:
LOW 32.50 58.75
SUMMARY TABLE
SOURCE OF VARIATION SS DF MS F SIG
EDI 73.37 1.00 73.37 0.11 0.74
RT 524.80 1.00 524.80 0.80 0.62
EDI X RT 2744.80 1.00 2744.80 4.19 0.05
WITHIN CELL ERROR 18993.06 29.00 654.93
TOTAL 22336.03 32.00
Analysis of the extent to which luck, task difficulty and 
personal factors were perceived to influence the performance 
outcome, revealed that neither the reinforcement schedule 
lor EDI group had a significant effect on how these attri­
butions of causality were perceived by subjects to influence
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performance outcome. The interaction between reinforce­
ment schedule and EDI group also failed to significantly 
affect how these same attributions of causality were 
perceived by subjects to influence performance outcome. 
(See Table V, VI, VII for further details).
TABLE V - Relationship between luck and performance 
outcome
MEAN TABLE
REINFORCEMENT 
EIGHTY TWENTY
HIGH 35.56 53.75
EDI
LOW 51.87 43.75
SUMMARY TABLE
SOURCE OF VARIATION SS DF MS F SIG
EDI 82.15 1.00 82.15 0.12 0.73
RT 208.58 1.00 208.58 0.31 0.59
EDI X RT 1425.01 1.00 1425.01 2.13 0.15
WITHIN CELL ERROR 19394.10 29.00 668.76
TOTAL 21109.84 32.00
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TABLE VI - Relationship between task difficulty and 
performance outcome
MEAN TABLE
REINFORCEMENT 
EIGHTY TWENTY
HIGH 33.89 30.62
EDI
LOW 40.00 39.37
SUMMARY TABLE
SOURCE OF VARIATION1 SS DF MS F SIG
EDI 454.33 1.00 454.33 0.65 0.57
RT 31.11 1.00 31.11 0.04 0.83
EDI X RT 14.33 1.00 14.33 0.02 0.88
WITHIN CELL ERROR 20282.64 29.00 699 .4 0
TOTAL 20782.40 32.00
TABLE VII - Relati onship bet ween personal fa otors
performance outcome
MEAN TABLE
REINFORCEMENT
EIGHTY TWENTY
HIGH 18.56
EDI
LOW 15.62
19.
12.
37
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SUMMARY TABLE
SOURCE OF VARIATION SS DF MS F SIG
EDI 197.79 1.00 197.79 0.55 0.53
RT 10.93 1 .00 10.93 0.03 0.86
EDI X RT 32.01 1 .00 32.01 0.09 0.77
WITHIN CELL ERROR 10473.97 29.00 361.17
TOTAL 10714.71 32.00
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Analysis of the extent to which situational factors were 
perceived to influence performance outcome, revealed that 
the interaction between reinforcement schedule and EDI 
group had an effect approaching significance on how 
situational factors were perceived by subjects as 
influencing performance outcome (F = 3.19, d.f = 1.00, 
P<0.05). See Table VIII for further details
TABLE VIII - Relationship between situational factors and 
performance outcome
MEAN TABLE
REINFORCEMENT
EIGHTY TWENTY
HIGH 20.56 8.12
EDI
LOW 4.37 10.00
SUMMARY TABLE
SOURCE OF VARIATION SS DF MS F SIG
EDI 420.99 1.00 420.99 2.00 0.16
RT 95.28 1.00 95.28 0.45 0.51
EDI X RT 670.63 1.00 670.63 3.19 0.08
WITHIN CELL ERROR 6090.97 29.00 210.03
TOTAL 7277.88 32.00
Analysis of the extent to which the task was perceived to 
be a valid test of ability revealed that the interaction
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between reinforcement schedule and EDI group had an effect 
approaching significance on how valid a test of ability 
the task was perceived to be by subjects (F = 3-45, 
d.f = 1.00, P<0.07). See Table IX for further details.
schedule and perceived va lidity of task
4EAN TABLE
REINFORCEMENT 
EIGHTY TWENTY
HIGH
DI
LOW
35.56
65.62
47.50
43.75
SUMMARY TABLE
SOURCE OF VARIATION SS DF MS F SIG
:di 1425.01 1.00 1425.01 2.09 0.16
IT 202.87 1.00 202.87 0.30 0.60
:DI X RT 2352.87 1.00 2352.87 3.45 0.07
fITHIN CELL ERROR 19781.60 29.00 682.12
'OTAL 23762.34 32.00
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CHAPTER 4
DISCUSSION
4.1 Outcome of Study
The results of this study support the importance of some 
self control deficits in our understanding of eating dis­
orders. These were in the main maladaptive attributions 
of causality regarding performance outcome.
People with tendencies towards eating disorders were in 
general more likely to make external attributions of 
causality regarding performance outcome than were people 
without these tendencies. These results support other 
studies which have shown that people with eating disorders 
are more influenced in their behaviour and beliefs by 
external, as opposed to, internal factors (Garfinkel 1981, 
Weiss & Ebert 1983, McLaughlin et al 1985, Heilbrun 
1986).
So high EDI scorers assigned to a low reinforcement schedule 
in general stated that their performance outcome was not 
due to ability - an internal attribution. They had not 
made much effort to do the task - an internal attribution. 
Their performance outcome also had an element of luck 
involved - an external attribution.
High EDI scorers assigned to a high reinforcement schedule 
in general stated that their performance outcome was not 
due to ability, though they had made quite a lot of effort.
b i  .
There was not much luck involved, but situational factors 
tended to influence performance outcome - an external 
attribution. The task was also not thought to be a valid 
test of ability - an internal attribution.
Low EDI scorers assigned to a high reinforcement schedule 
attributed their performance outcome to ability, though 
they had not made a great deal of effort. An element of 
luck was involved. They also tended to think the task was 
a valid test of ability.
The implications of these results for symptomotology,etiology 
and treatment of anorexia and bulimia will be discussed 
in some detail later.
Low EDI scorers assigned to a low reinforcement schedule 
attributed their performance outcome to ability. They felt 
they had tried quite hard but had not had much luck.
Results from this study, however, failed to support the 
importance of other self control deficits in our under­
standing of eating disorders. It failed to support the 
presence of excessively stringent self evaluative criteria 
in the HEDI group. It also failed to show that the HEDI 
scorers assessed themselves as having done less well than 
LEDI scorers irrespective of actual outcome. This is in 
contrast to Bruch's (1973) report that anorexics struggle 
to live up to perfectionistic or unrealistic performance 
standards.
The results also failed to show a preference for smaller
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but immediate, as opposed to larger but delayed, reinforce­
ment in the HEDI group. This is in contrast to Heilbrun's 
findings (1986) that bulimics showed poorer impulse control 
than normals.
This same group also failed to be more heavily influenced in 
their latency of responding and self perception of perfor­
mance by high and low rates of immediate (external) 
reinforcement. This is in contrast to McLaughlin et al's 
study (1985) , which suggests that both bulimics and anorexics 
exhibit a field dependent style, i.e. an over reliance on 
external frames of reference in the organisation of one's 
experience.
A possible explanation for this lack of significance in 
much of these findings, in relation to previous studies, 
may be due to a failure to screen for the presence of 
depression in the subjects who participated in these 
previous studies. In this study, subjects were screened 
for this disorder.
This is important to do as self control deficits have also 
been identified in people suffering from depression (Rehm 
1977). As this is an illness closely associated with 
eating disorders, it could be that .the self control deficits 
found in subjects from previous studies may have been mani­
fested as an undetected depression as opposed to an eating 
disorder. This could explain the paucity of significant 
differences in self control deficits in the two groups in 
this study, none of whom were depressed.
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It is, of course, possible that the subjects in these 
prior studies were not depressed. Instead, both eating 
disorders and depression may share a common aetiological 
pathway which includes the presence of self control 
deficits in both. This would help to account for the close 
association between the two. The way in which these 
deficits choose to manifest themselves will ultimately 
depend on the interaction of other environmental, familial 
and personality variables. If this is the case, it could 
be that the explanation for why so few significant differ­
ences in self control were found in the two groups, is due 
to problems in methodology. These will be discussed later 
on in more detail.
The results also supported the findings from such studies 
as Mener & Rehm (1975), that a differential reinforcement 
rate has a significant effect on latency of responding.
It also has a significant effect on individual's self 
perception of their actual performance. A higher rate of 
reinforcement led to subjects reporting that they were more 
often correct. Conversely, a lower rate of reinforcement 
led to subjects reporting that they were less often correct. 
Thus, the manipulation of the reinforcement was effective, 
as one would expect.
4.2 Implications of Research Outcome for Eating Disorders 
The maladaptive attributions of causality regarding perfor­
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mance outcome may be utilised in our understanding of many 
of the signs and symptoms of eating disorders. The apparent 
inclination for people with tendencies towards eating dis­
orders to attribute their performance outcome to external 
as opposed to internal, causal and controlling factors, 
may help to explain why eating disordered people have a 
sense of poor autonomy and personal ineffectiveness (Bruch 
1973, 1978, McLaughlin et al 1985, Weiss & Ebert 1983).
It may also help to explain their feelings of helplessness 
along with the anorexics susceptibility to external standards 
for performance, appearance, weight and shape, which are 
transmitted via media and other social messages.
Anorexics and bulimics both have low self esteem (Garner 
& Garfinkel 1982), which may at least be partly explained 
by their belief that their performance outcome is unrelated 
to their ability to do the task in question, but is instead 
externally controlled. Consequently, a major source of 
self esteem - successful performance outcome - is denied 
to these individuals. This distorted belief fits in with 
Garner & Garfinkel's finding (1981) that high achievement 
expectations of anorexics are less the product of internal 
drives than of the desire to please others.
One may speculate that in anorexia nervosa, characteristics 
like a general dissatisfaction and perfectionistic tenden­
cies generate in combination, a need to control some aspect 
of the life situation and/or attain certain success in some
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area. They therefore react by directing their control 
inward in the form of bodily control, achieved through 
successful dieting. This is a similar view to the one 
held by Slade (1982) and fits with the view held by 
McLaughlin et al (1985). He interprets the anorexic's 
relentless pursuit of thinness as an attempt to achieve a 
sense of mastery and control over the body.
This goal is uniquely suited to satisfying the need to ^ 
achieve control in some life area. This is because complete 
control of the body is a goal potentially within the anor­
exic's grasp andr when done successfully, is powerfully 
reinforcing. This is unlike most other variables where it 
is impossible for the anorexic to ever attain complete 
control, due to outside influences completely beyond the 
anorexic's control.
So, for example, if she was attempting to fulfil her need 
for control by controlling friends and family through not 
eating, she would be unable to guarantee complete control 
no matter how hard she strived to do this. This is because 
the relevant target people may not notice what is happening, 
decide to ignore it, or reject the individual completely.
At best, the anorexic could only generate an ambiguous 
mixture of positive reinforcement and punishment which, 
theoretically, would not on its own be capable of maintaining 
the persistent, rigidly controlled behaviour of anorexics 
towards food.
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Consequently, control over others would be a secondary 
consequence of dieting and weight loss rather than a 
principal reinforcer or motivational factor like bodily 
control. It must be said that an anorexic, no matter 
how successful she is in pursuing her goal of bodily 
control, still fears that she will lose this control 
because of such factors as general feelings of inadequacy, 
personal mistrust and fear of her own impulses. This 
fear has a motivational component and may further strengthen 
the anorexic system through the negative reinforcement of 
avoiding feared situations.
This interpretation of the aetiology of anorexia nervosa 
is not necessarily incompatible with other models of 
anorexia described in the literature. For example, anorexia 
nervosa has been conceptualised as an eating phobia. 
Certainly, the fear of losing bodily control fits into 
this theoretical notion that eating and food generates 
anxiety, and failure to eat represents avoidance and a 
consequent reduction in anxiety.
Neither is this interpretation incompatible with other 
models that view the origin of the disorder as primarily 
related to early developmental defects (Bruch 1973, Ross 
1977; Crisp 1980), and faulty familial interaction patterns 
(Se Ivini-Palazzo1i 1974, Minuchin et al 1978). This 
particular cognitive model may be viewed as a proximal 
paradigm of causal and maintaining factors.
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With people having bulimia nervosa, they too believe that 
they are out of control and ineffective in their inter­
actions with the outside world (Fairburn & Cooper, 1984). 
Therefore, they too react by directing their need to control 
some aspect of the life situation towards the pursuit of 
bodily control through dieting. However, unlike anorexics, 
they do not achieve the control that they crave in this 
way. The fear of being unable to stop eating voluntarily 
is a diagnostic criterion for bulimia within DSM-III, 
placing the person's continuing fear of loss of control 
over her weight at the heart of the disorder. Their failure 
to achieve successful control over their bodies is mani­
fested in the endless cycle of bingeing, vomiting and/or 
purging.
The bulimic's inability to achieve the same degree of 
control as anorexics fits with the personality type of 
these individuals, e.g. there seems to be a generalised 
pattern of impulsive behaviour found in people with bulimia 
nervosa (Heilbrun et al 1984) . This has been manifested 
in. excessive drinking and drug taking (Crisp 1981-2,
Garfinkel et al 1980, Strober 1984) , promiscuity (Crisp 
1981-2, Garfinkel et al 1980), stealing (Casper et al 
1980) and aggression (Garfinkel et al 1980).
This interpretation is not necessarily incompatible with 
other models of bulimia found in the literature, e.g. this 
syndrome has been described in terms of anxiety reduction
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((Rosen & Leitenberg 1982); has been linked to inter­
personal stress (Fairburn 1982); or linked to a deficit 
in knowledge or skill about how to maintain .normal weight 
(Johnson & Brief 1983) .
The treatment approach devised by Rosen & Leitenberg (1982) 
includes both treatment aimed at reducing bulimics’ 
anxiety around food as well as the modification of - 
irrational beliefs/cognitions. It is in fact difficult 
to establish how much the efficacy of this treatment 
approach was due to the behavioural component - exposure 
and response prevention, and how much was due to the more 
cognitive aspects of the therapy.
Turning to the therapeutic implications of the model, there 
are several in nature, all of which aim to foster the 
development of an independent self. They are, of course, 
at this stage speculative in nature. First, the model 
suggests that a necessary precondition for recovery from 
anorexia and bulimia nervosa is the establishment of other 
major sources of positive satisfaction/reinforcement in 
the individual’s life, apart from dieting and weight 
control. By this point in the illness process, involvement 
in other areas of activity tends to have dwindled consider­
ably. Slade (1982) has found that it is not until alter­
native interests and positive satisfactions in life are 
firmly established that the anorexic and bulimic can 
seriously consider breaking the vicious spiral of weight
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control, bingeing and vomiting.
To put the opposite case, it suggests that intervention 
approaches which are focussed solely on producing weight 
gain are unlikely to be effective in the long term. This 
is essentially what has been found from the several studies 
assessing the efficacy of straight behavioural techniques 
in treating anorexia nervosa, where the aim has been purely 
weight gain (Garner & Bemis 1982, Thompson et al 
1974).
A further therapeutic implication of this model concerns 
the modification of the maladaptive self control deficit 
of attributing performance outcome to external causes.
This fits in with both the important role that some writers 
have assigned to maladaptive cognitions in explaining the 
maintenance of eating disorders (Bruch 1973, Garner &
Bemis 1982), and the suggestion that the irrational ideas 
of anorexics and bulimics might be an explicit target for 
intervention (Garner & Bemis 1982, Beck & Emery 1979,
Fairburn 1984).
The goal of fostering the general development of a self 
not dependent on external referents would be another worth­
while endeavour, according to this model. This fits in 
well with the systemic approach to treating anorexia and 
bulimia nervosa, which encourages the independence of such people 
both from and within the family, and which has produced 
some promising results in terms of efficacy (Minuchin et
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al 1978; Schwartz et al 1986).
Another issue raised by this model concerns its testa­
bility. The stability of the self control deficits 
found in this High EDI group remains an open question. A 
follow up study of this same group at a later date, looking 
at how they attribute causality to performance outcome, 
would be a useful avenue of exploration. Alternatively, 
or as well as this, research along these lines looking at 
people with clinical anorexia and bulimia nervosa is 
needed.
Self attributional style has not yet been a direct target 
of cognitive behavioural therapy with bulimics and 
anorexics, but the efficacy of this therapeutic approach 
could easily be tested. Efficacious treatment along these 
lines would provide support for this model. Similarly, 
establishing the efficacy of treatment aimed at encouraging 
alternative sources of satisfaction/reinforcement in the 
bulimic/anorexics' life would provide further support for 
this model.
The model also has implications for early identification 
of and, consequently, possible prevention of anorexia and 
bulimia nervosa from fully developing. It could be that 
attributing performance outcome to external causes may be 
an early warning sign of the threat to their well being 
that these people face. This could be tested by doing a 
follow up study of the HEDI and LEDI group to see if a
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significant amount of people who exhibited tendencies 
towards eating disorders actually developed a clinical 
case of anorexia or bulimia nervosa.
4.3 Methodological Limitations
This study has certain methodological limitations which 
must be borne in mind when considering possible explana­
tions for the non significance of much of the results 
and also when considering the reliability of the signifi­
cant results.
Firstly, the Eating Disorder Inventory was used as the 
sole means of identifying people who had tendencies 
towards an eating disorder. The drawbacks of this inventory 
must therefore be acknowledged. Like all self report 
instruments,' the EDI is vulnerable to distortion;- due to 
response style bias and inaccurate reporting by the 
subject.
The EDI was also empirically refined, based on its capab­
ility in differentiating between a criterion group and a 
non clinical sample. Thus it may lack external validity 
in that elevated scale scores among non clinical subjects 
cannot be assumed to reflect the same psychopathology 
inferred for the patient group.
There was a difference of only four points on the E D I , 
separating the two groups used in the study. It was not 
possible to obtain a larger discrepancy in scores between
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the groups as those people who might h a v e .increased it 
refused to take part in the computer game. This small 
discrepancy mqy partly explain why there .were so few 
significant differences found in self control deficits 
in the two groups. It should also be borne in mind when 
considering the reliability of the significant.;results 
obtained.
Other methodological limitations include the use of only 
one behavioural measure of preference for immediate and 
delayed reinforcement. This may have been insufficient 
as an outcome indicator of preference. The effect of the 
different reinforcement schedules on response latency and 
self perception of performance may also have been diluted. 
This is because subjects were not specifically informed 
that when the word ’Good’ was flashed on the computer 
screen, this indicated that the subject response was 
correct. Subjects may therefore have interpreted the 
significance of the word ’Good’ in an alternative way.
4.4.Conclusions
In spite of methodological limitations one could say that 
significant differences in how people attribute causality 
to their performance outcome were found in people with 
tendencies towards eating disorders, compared to normals. 
Therefore, possibly one could infer from this that an even 
clearer demonstration of the presence of this self
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evaluative deficit would be found if people with a clinical 
eating disorder were compared with normal controls.
This is an area worthy of further investigation.
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